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The importance of sprue in India during 1943-5 is reflected 
in the fact that of 8,846 medical cases evacuated during that 
period 1,073 had sprue. The unusual opportunity of observ- 
ing large numbers of cases early in the disease has provided 
the clinical material for this paper, which describes the develop- 
ment of the syndrome in two series of patients. The first 600 
cases described previouslyt were studied under limiting circum- 
stances. Few laboratory facilities were available. They will be 
referred to as A600. The second series of 80 cases have 
had fuller clinical and laboratory investigation. They will be 
referred to as B80. 


Symptomatology : The Sprue Cycle 
The symptoms of sprue are legion. A study of the early 
symptomatology revealed in 85% of cases the grouping of 
symptoms into two phases shown in Fig. 1, which is the chart 


| 
DIARRHOEA wy, 
WERKNESS UY, WU) 
ANOREXIA 

ft ATULENCE 
or TONGUE 

MEARTBURN Yi 
DISTENSION 

Vorurina 

CRAMPS 
\Sromarrris AB SEINT 
CNEILOS1S AB \SEINT 

AG 
SWEATING Noirmiag 
PRRRESTHESIME 

EYE symprams\ A8 \SE|NT 


Fic. 1.—Diagram of the typical clinical picture in a case of acute 
sprue (mild). 


of Case 9 of series B80. Symptoms of onset consist of 
anorexia, diarrhoea, vomiting, weakness, and loss of weight. 
Diarrhoea ‘is usually, but not always, first; the other symp- 
toms follow quickly, forming a clear symptom-complex which 
persists for a few weeks before further symptoms develop. 
These consist of glossitis, cheilosis, abdominal distension, and 


* Abridged excerpt from a report to G.H.Q.(I.). 
LF ae K. D., and Bound, J. P., British Medical Journal, 1946, 


scaling of the skin. At this time flatulence and heartburn 
increase and the symptoms of onset decrease or disappear ; 
appetite returns to normal or to voracity, diarrhoea declines 
or changes to constipation, and weight loss ceases, often turning 
to weight gain. 

In untreated cases this remission of diarrhoea and return of 
appetite results in overeating, which leads to return of diarrhoea, 
etc. With such relapse glossitis and distension decrease, but 
weight drops rapidly. This cycle may continue with progressive 
loss of weight and development of malnutrition. 

The symptoms of onset and relapse are similar. The second 
group of symptoms—glossitis, distension, etc.—coincide with 
improvement in the general condition of the patient—e.g., 
return of appetite, gain of weight—and so have been grouped 
as symptoms of remission. 

Fig. 2 shows the change of incidence of symptoms within 
two weeks of diagnosis of steatorrhoea and beginning of sprue 


gx SymeTom| 1 
DIARRHOEA 99 69 
OF APPETITE 91 79 — 12 
VOMITING 44 38 
WEAKNESS 94 98 + 4 
HEARTBURN 60 65 + 5 
5 RF + 19 
ar OE 3 of + 22 
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| 61 90 + 29 
DISTENSION 60 95 + 35 


Fic. 2.—Showing change in incidence of symptoms after diagnosis 
and beginning of treatment in 80 cases of sprue. 


diet. From this it will be seen that the symptoms of onset or 
relapse decreased rapidly in most cases in hospital, but those 
grouped as symptoms of remission increased in incidence. At 
first we failed to understand why patients should develop 
symptoms on sprue diet, but on observing relapses occurring 
under our own care it was noticed that the sequence diarrhoea, 
anorexia, loss of weight was often followed by sore tongue 
and distension on cessation of the diarrhoea, with improve- 
ment of appetite and gain of weight. Such a miniature cycle 
might be complete in a week in hospital. On a larger scale this 
was happening in cases admitted to hospital in persistent relapse, 
the symptoms changing to those of remission on treatment. 
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Symptoms of Onset or Relapse 


Anorexia.—Starting usually after diarrhoea, this symptom 
may be pronounced. Weakness accompanies it. One of our 
cases had been for months diagnosed as anorexia nervosa. 
This patient responded to sprue therapy. 

Vomiting—Common in these cases. The symptom was often 
produced by men forcing down food in spite of anorexia. In 
severe relapse vomiting dangerously contributes to dehydration. 

Diarrhoea.—This is almost constantly the mode of onset ; 
pallor of stools appears after a variable interval. Stools may 
be frequent—I5 to 20 a day. This, and response to sulpha- 
guanidine, often lead to a diagnosis of “clinical dysentery.” 
In remission the stools are always firm. 

Asthenia.—A constant and marked symptom often occurring 
early. It is not accompanied by the symptoms of effort 
syndrome. 

Loss of Weight——Change of weight in normal men in India is 
about+10%. On admission to hospital many sprue cases had 
lost 25% of their English weight. Loss is very rapid in acute 
cases with dehydration. 


Transition from Relapse to Remission 


In the majority of patients admitted diet therapy produced 
the change of symptoms from relapse to remission (63% of 
cases treated dietetically alone). In some transition is slow and 
symptoms of relapse persist and vary, those of remission also 
appearing—e.g., diarrhoea alternates with constipation, glossitis 
comes and goes, and weight is not gained. Such static cases 
are turned into full remission with parenteral liver therapy, 
on which, after one week, the signs of relapse disappear, while 
distension increases, appetite returns, and weight is gained. 
When remission is induced by liver therapy, glossitis is always 
slight—much less than with remission on diet alone. 


Symptoms of Remission 


Diminution of the symptoms of the relapse phase is constant 
in remission. Symptoms that appear or are accentuated are: 


Glossitis, Cheilosis, and Angular Stomatitis —Glossitis has 
been present in over 90% of our cases. But it is not an early 
symptom. Many cases of steatorrhoea, on treatment, produced 
the necessary evidence to change that diagnosis to sprue. The 
average duration of diarrhoea before glossitis was three months. 
Glossitis appears at a period when signs of relapse are decreas- 
ing ; it lasts about two weeks in a case treated by diet, during 
which time appetite improves, distension increases, and stools 
are firm, pale, and bulky. After two to three weeks glossitis 
disappears without any alteration in therapy—not to return 
unless the patient relapses, when again it appears at transition 
from relapse to remission. Diets assessed at the time of onset 
of diarrhoea and the glossitis have not been deficient in vitamins 
of the B group. The appearance of the tongue has been fre- 
quently described. Emphasis should be given to the transient 
nature of the changes in early sprue. Improvement from a 
painful, fiery-red tongue to normal has often occurred in a 
few days. True depapillation is not present early. Angular 
stomatitis and cheilosis were less common, but they, too, 
markedly increased their incidence after admission to hospital. 

Abdominal Distension.—At onset and during relapse abdomi- 
nal distension is usually absent. This is particularly noticeable 
in acute severe cases. There is a remarkable increase of dis- 
tension with response to treatment, coincident with the cessation 
of diarrhoea and vomiting. In this context it is a welcome 
sign. Distension persists through remission with steatorrhoea. 
Though flatulence increases with the distension, barium meals 
did not show this to be its cause. 

Skin Changes.—Scaling of the skin with loss of hair increases 
during remission. This lasts about one month and subsides 
with continued satisfactory progress. Scaling is general, the 
size of scale varying from fine, branny desquamation to coarse 
ichthyotic plaques. 


Signs of Vitamin Deficiency 
In series A600, glossitis, angular stomatitis, and scaling of 
skin were often present. Out of 20 cases with scaling of the 
skin 19 showed no evidence of deficiency in dark-adaptation, 
rendering vitamin A deficiency doubtful. All these signs were 


found to clear without specific vitamin therapy. The syndromes 
suggestive of deficiency of vitamins D and K, thiamine, or 
ascorbic acid were not seen. 

In the series B80 it has been noticed that glossitis, angular 
stomatitis, and scaling of the skin increase in degree or appear 
for the first time in hospital on ordinary or sprue diets of high- 
protein low-fat type. Such diets have been adequate in 
nicotinic acid and riboflavin content. - 

In our wards, on an investigation diet designed to contain 
nicotinic acid 5-10 mg./diem and riboflavin 3 mg./diem, cases 


B53 and B66 developed marked exacerbation of glossitis, which: 


cleared in 14 and 10 days respectively without any alteration 
of the diet; and in several instances patients admitted with 
glossitis have lost it on this diet without other treatment. These 
and other observations have not supported our expectations of 
relating the glossitis of sprue to simple nicotinic acid or ribo- 
flavin deficiency. In remission with parenteral liver therapy, 
however, glossitis is minimal or absent. 

Nine cases of steatorrhoea of short duration with loss of 
weight responded to sprue diet therapy without glossitis. Thus 


‘early in this steatorrhoeic syndrome remission may occur with- 


out development of these so-called deficiency symptoms. Larval 
sprue (glossitis without steatorrhoea) was seen in only 7.5% 
of series B80. Such cases become rarer the more persistently 
steatorrhoea is looked for. 


Barium Meal Skiagrams 
The results of barium meal examination in 9 cases are 
summarized in the accompanying table. All patients were 
screened and filmed standing; films were taken using 0.12 


Summary of Barium Meal Findings in Nine Cases of Sprue 


: Region of Gut reached in Marker 
Case Weight [Stomach Mucosal Time 
ant | Change by Pattern | hour | 3 hours 6 hours | (hours) 
(| —— | 6hours| Bolus | Caecum Descending} Sigmoid 13 
1 ++ colon colon 
+4 Normal] Caecum Ascending 41 
colon 
+ [leum ” 
3 3 — Hepatic 31 
é flexure 
4 0 Bolus Ascending 
slight colon 
5 0 Normal! _,, 47 
6 1 hour Caecum 56 
1 Ileum Splenic 23 
flexure 
++ 6 hours = Splenic 22 
flexure 
+ 6 Hepatic Sigmoid 24 
flexure colon 


second exposure with 80-85 kV at 15 minutes, 30 minutes, 
1 hour, 3 hours, 6 hours, and 24 hours following 4 oz. (113 g.) 
of barium sulphate in watery suspension, free of fat, and an 
iron marker of ferrous sulphate 74 gr. (0.5 g.), in capsule, at 
the start. 

(1) The stomach-emptying time was variable—from | to 6 
hours—and was not correlated with relapse and remission phase. 

(2) The mucosal pattern could not be investigated by special 
contrast methods ; gross changes only were noted. 


A B 
Fic. 3.—Appearing of barium meal at 30 minutes in Case 1. A, In 
relapse. B, After one month of parenteral liver therapy, in remission. 
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Only one case was examined in severe relapse: with diarrhoea 
and loss of weight of over 40 Ib. (18 kg.). In him the barium 
clumped into large masses in the jejunal region. Though these 
masses were firm and appeared static the marker was passed 
in 13 hours. This patient was re-examined one month later, in 
remission, having gained 20 !b. (9 kg.) on sprue diet and paren- 
teral liver therapy. The intestinal pattern is shown in Fig. 3. 
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occurred motility decreased, markers being passed in about 
24 hours in all such cases. 


Anaemia in Sprue 


Investigations were done on venous blood drawn without 
stasis, using Wintrobe’s mixture as anticoagulant. Haemo- 


globin was estimated by Sahli’s method: 15 g.% was taken 
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Fic. 4.—Typical blood picture in four cases of acute sprue. Hb in g. % ; weight in pounds; RBC in mills./c.mm.; MCH (mean cor- 
puscular haemoglobin) in yy; MCV (mean corpuscular volume) in c.“; #8 = Liver (T.C.F) 10 ml. for 4 days, then 4 ml. daily, I.M. 


The change from the earlier appearance corresponds to that 
from relapse to remission. Cases 2, 3, and 4 were static; they 
showed less marked bolus formation. All four cases in re- 
mission showed apparently normal mucosal patterns. 

(3) Motility was grossly variable, both through the whole gut 
and through various parts of it. But, in general, as remission 


as normal. Erythrocytes were counted in a Neubauer’s 
chamber, blood being diluted with Hayem’s fluid in a 
Hawksley pipette. Packed-cell volumes were estimated, using 
cut-down Westergren tubes (Wintrobe’s tubes were not avail- 
able). Reticulocytes were counted by the Osgood-Wilhelm 
technique. 
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The degree of anaemia is not usually severe in early cases. 
In series A600 only 24% of cases had haemoglobin below 
12 g.%. The blood changes were followed in several cases 
of series B80 (Fig. 4, which illustrates four representative types, 
with corresponding weight curves). Case 1 shows the response 
on diet therapy alone. Case 2 had very severe acute sprue 
(loss of weight 71 Ib. (32.2 kg.), dehydration gross), which 
responded to parenteral liver therapy. Case 3 shows relapse 
on diet therapy with later response to parenteral liver therapy. 
Case 4 was a severe acute sprue which failed to respond to 
diet and liver but responded to transfusion. 

In series B80 the initial blood counts showed: (a) macrocytic 
anaemia (26%); (b) normal haemoglobin and red blood cell 
count, but macrocytosis (30%) ; (c) normal blood counts (35%); 
(d) hypochromic anaemia (9%). In remission the change has 
always been: from macrocytic anaemia to normal haemoglobin 
with macrocytosis ; to normal counts with complete remission. 


Hypochromic anaemia has been uncommon (9%); all were 

_ cases of mild sprue, responding to diet therapy alone. Helmin- 
thiasis was found in 3 cases’ only—in one, ascariasis ; in one, 
Strongyloides stercoralis ; and in one, Ancylostoma duodenale. 
The following summarizes the red blood cell changes found: 


At the onset of sprue the blood changes are slight, even with 
profound loss of weight. Dehydration may mask some changes. 
When anaemia develops it is macrocytic from the start in most cases. 
With remission the macrocytosis persists, the haemoglobin rising 
slowly. Reticulocytosis is not marked: normoblasts do not appear. 
As the patient reaches normal weight, and not before, the blood 
picture returns to normal. 


Dehydration at onset and during relapse may obscure the 
presence of anaemia by producing haemoconcentration. Con- 
versely, in response to therapy haemodilution reveals an 
abnormal blood count. Plasma protein values confirm this. 

The degree of anaemia is not correlated with the degree of 
giossitis or achlorhydria, though glossitis and anaemia appear 
at the same time—i.e., at the beginning of remission. 

Liver therapy has less effect on the anaemia than on other 
aspects of sprue. Reticulocytosis is poor and delayed, and is 
comparable with that in tropical megalocytic anaemia rather 
than with pernicious anaemia. 


Intestinal Absorption during Relapse and Remission Phases 


The following brief statement is based upon fat balances, 
chylomicron counts, blood-sugar curves, and nitrogen balances 
performed with Major D. A. K. Black, Major R. Clutton, and 
Major P. Fourman on cases from series B80, fully described 
elsewhere. 

In relapse, diarrhoea is always a prominent symptom, and is 
accompanied by failure of absorption. In all cases fat absorp- 
tion has been found grossly diminished as judged by fat balances. 
Sugar absorption is diminished as judged by flat blood-sugar curves, 
and in one case a negative nitrogen balance was found, due to 
increase of faecal nitrogen. 

Electrolytes are deficiently absorbed, as judged by excess of faecal 
sodium with low blood levels. Serum iron, too, was low in one 
case at the end of a rejapse, and rose to normal in remission. 
Ptasma volumes are low in relapse, reflecting dehydration. There 
is thus evidence that protein, fat, carbohydrate salts, and water 
are deficiently absorbed in this phase. Whatever the primary 
absorption defect may be it is rapidly overlaid by secondary 
deficiencies due to diarrhoea, which is, however, an integral part of 
this disease. 

In the remission phase on diet alone, improved absorption is 


reflected in gain of weight; chylomicron counts become normal 


jong before steatorrhoea disappears; fat absorption does not 
improve in proportion with the clinical condition, cessation of 
diarrhoea perhaps entirely accounting for it. In remission with 
liver therapy, fat absorption is again only slightly improved; it does 
not become nermal. Blood-sugar curves may improve markedly, 
but this is not constant. 

Ten nitrogen balances showed all such cases to be in acastene 
balance, and plasma proteins rise rapidly to normal. 

The rapid improvement of the stools with liver therapy suggests 
marked increase of water absorption. 


Summary and Conclusion 


The diversity of symptoms in sprue as seen in British soldiers in 
India has been found to be presented in two groups: (a) the symp- 
toms of onset or relapse consisting of diarrhoea, anorexia, weakness, 
vomiting, and loss of weight; and (b) symptoms of remission: these 


are glossitis, cheilosis, distension, scaling of skin, with diminution of 
the symptoms of onset. 

Transition from relapse to remission may be slow, with a mixed 
symptomatology. Fig. 5 shows diagrammatically the progress of 


Norma. 
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NUTRITION 


| 
Fic. 5.—Diagrammatic representation of the course of sprue. 


sprue from onset to recovery, death, or development of the classical 
syndrome, and its relation to malnutrition as it has been seen during 
these years. 

During relapse dehydration is responsible for some of the clinical 
features. Barium meal examination has shown gross obliteration 
of the intestinal mucosal pattern. Absorption of protein, fat, carbo- 
hydrate, water, and salts is grossly affected. 

During remission many of these defects remain for at least 1 to 2 
months in spite of rapid gain in weight and marked clinical 
improvement. Macrocytosis with or without anaemia persists until 
weight reaches normal. Absorption of fats and sugars returns to 
normal only after 1 to 2 months, with or without liver therapy. 
Early in remission, however, improvement appears to occur in pro- 
tein and water absorption, particularly with parenteral liver therapy. 

Signs which may be interpreted as those of deficiency of B vitamins 
occur at transition from relapse or in early remission. 

It will be apparent that remission is in no sense synonymous with 
cure—criteria for which it is not easy to state. 


My thanks are due to the Director of Medical Services, India, 
for permission to publish this paper; and to Col. H. E. Knott, 
A.M.S., Officer Commanding, 3 Indian Base General Hospital. 


SURGERY AND THE RELAPSE RATE OF 
MALARIA 


BY 


WILFRED KARK, M.B., F.R.C.S.Ed. 
Lieut.-Col., R.A.M.C.; Officer in Charge of a Surgical Division 


It is generally believed that surgical operations commonly 
precipitate a relapse of fever in a subject infected with malaria. 
Manson-Bahr (1941) emphasizes that surgeons should keep the 
possibility of post-operative relapse constantly in mind. Napier 
(1943a) considers it advisable, even in cases of possible latent 
infection, to give a course of cinchona as a routine measure 
before a surgical operation on anyone coming from a highly 
malarious area. 


An attempt is made in this paper to assess the relapse rate 
of malaria in relation to surgical procedures ; it is based upon 
personal case records collected during the past three years. 
The cases are considered in three groups. 


Classification of Cases 

Group I consists of patients having a history of pre-operative 
malaria, and also those without such history but in whom an early 
post-operative attack was suggestive of a previous latent malaria, 
in all of which cases no form of suppressive or prophylactic anti- 
malarial treatment was given pre- or post-operatively. In this group 
there are 153 patients, on whom 176 operations were performed. 

Group II refers to those cases, with and without a past history 
of malaria, submitted to operative surgery after the conclusion of 
a course of suppressive antimalarial treatment and either after or 
during the terminal ‘‘ blanket ” treatment. The preventive malarial 
regime consisted of mepacrine 0.1 g. twice daily for the first three’ 
days, followed by 0.1 g. once daily for as long as exposure in 
malarious “ battle’ areas continued. This suppressive course was 
then concluded by a “ blanket” of mepacrine, 0.1 g. thrice daily 
for five days; no drug for two days; and pamaquin 0.01 g. thrice 
daily for three days. There were 147 operations in this group. These 
cases, as well as those in Group I, were observed in a “rear” 
hospital area. 

Group III consists of surgical cases with or without a previous 
malarial history, evacuated from battle areas in which all personnel 
had been treated with daily suppressive mepacrine for a considerable 
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period. This mepacrine, 0.1 g. per day, was continued throughout 
the period in hospital, pre- and post-operatively. In this group there 
are some 1,900 cases. All were observed in a “ forward ”’ hospital 
area. 


The relapse rate is considered in relation to major and minor 
surgery. The distinction is made dependent upon the time taken 
for the operation: a duration of less than 20 minutes is regarded 
as minor, and an operation lasting longer than this time is 
regarded as major. On this basisesimilar operations may fall 
into either class: e.g., some appendicectomies and herniotomies 
are classified as minor, others as major. This method of dis- 
tinction has, however, seemed the most satisfactory for the 
purposes of the investigation in that the time factor is probably 
more closely related to the degree and extent of surgical trauma 
than any other factors which would lend themselves to general 
and simple classification. 


Group I: No Suppressive Treatment 
- The incidence of relapses and fresh attacks, their types, and 
the times of onset after surgical operation are given in Tables I 


and II. 
TaBLe I.—Incidence of Post-operative Malaria 


Operation No. | Post-op. Relapse | « Fy Total 
Minor... .. | 121 9 cases (7-4%) 4 cases (33%) | 13 (10-7%) 
Major 55 4 cases (7:3%) case (1:9%) 5 (91%) 

Total a 176 13 cases (7°4%) 5 cases (2-°8%) 18 (10-2%) 


TaBLe IIl.—Analysis of Relapses and Fresh Attacks 


: Type of Time of Onset in Days No. of Relapse 
Operation Malaria after Operation Cases or Fresh 
Minor: B.T. 3 1 R 
13 cases B.T. fF: 2 R 
B.T. 12 1 R 
B.T. 14 3 R 
B.T. - 15 1 R 
Clin. 4 1 R 
B.T. 7 3 F 
Clin. 3 1 F 
Major: B.T. 2 2 R 
5 cases B.T. 11 1 R 
Clin. 3 1 R 
B.T. 12 1 F 


“Clin.” refers to clinical malaria—i.e,, having all the signs and symptoms 
and a typical reaction to treatment, but no identifiable malaria parasites in blood 
smears. In the two cases of relapse the previous attacks had been diagnosed as 
malignant tertian infections. 

Relapse Rate 

Definite conclusions as to the relapse rate due to surgery are 
not possible because of a number of problematic features of 
such an assessment. The most notable difficulty in this regard 
derives from the fact that the investigation was conducted in 
an endemic area with an appreciable malarial incidence. In 
the medical division of the same unit, during the period under 
review for this group of cases, there were 1,824 fresh cases 
and 2,285 relapses of malarial fever; and these figures repre- 
sent approximately one-quarter of all admissions on the medical 
side. It thus becomes doubtful whether the post-operative 
attacks were in fact precipitated by the operation or whether 
they were either fresh or relapsing fevers having no specific 
relation to the surgical event. In the tables in this paper the 
heading “ Post-op. Relapse” is used to indicate an attack of 
malarial fever in a case with a history of pre-operative malaria: 
it could be a relapse or a fresh infection, the former being the 
more probable. The heading “ Post-op. Fresh Attack” refers 
to the first clinically appreciable malarial fever that has been 
diagnosed. This attack might also be a relapse—the original 
infection having been a subclinical one—or a true fresh infec- 
tion ; here the latter contingency is the more probable. 

Another element of doubt arises in that the post-operative 
period, during which it was assumed that the relapse might 
bear causal relationship with the operation, was defined as 15 
days. This exceeds not only the minimum latent period but 
also the usual incubation period for benign tertian infection— 
according to Napier (1943b) 8 and 14 days respectively ; but 
this period of 15 days was chosen in order to include the 
possible influence of various post-operative states (e.g., non- 
malarial fever, dehydration, exhaustion, and other complica- 


tions arising within a week or so after the operation) which in 
themselves might be regarded as essential precipitating causes 
of the relapse. 

The two features, the local endemicity and the allowance of 
a period in excess of the average incubation time, would in 
this investigation tend to raise the figure of the post-operative 
relapse rate beyond that proportion actually precipitated by the 
operation ; but, even disregarding these influences, the total inci- 
dence of relapses amounts to 10%—a surprisingly low figure 
in view of the expectation of a higher relapse rate as implied 
by current teaching. 

The time of onset of fever is recorded in Table II. The earlier 
the onset of fever after operation the more culpable does the 
latter appear as the precipitating factor ; and this seems more 
especially to be the case when the onset of a benign tertian 
infection occurs within eight days—i.e., the minimal incubation 
period for this type. Of the 15 cases of post-operative benign 
tertian fever, 6 occurred within such a period; if the clinical 
malaria cases be included the ratio becomes 9 early post- 
operative attacks out of the total of 18. These figures of the 
earlier relapses, rather than the totals, may be regarded as a 
truer index of the proportion brought about by the surgical 
operation. However, even this index is presumptive and not 
definite, in view of the possibility of fresh infection having 
been acquired within a few days prior to operation. 


Influence of Major and Minor Surgery 

The relapse rates following major and minor surgery afford 
a comparison of significance. If the extent and the duration 
of the surgical trauma were important causative factors the 
proportion of relapses occurring after major surgical opera- 
tions might be expected to exceed that after minor surgery. 
The incidence in this series of cases does not support such a 
contention. As the records in Table I demonstrate, the relapse 
rates after both major and minor surgery are almost identical. 


Effect of Anaesthesia 


The post-operative incidence of malaria in relation to the 
types of anaesthetic employed is analysed in Table III. 


TaBLe III.—Post-operative Malaria in Relation to Anaesthesia 


eee Inhalational } Spinal | Local 
Total anaesthetics _.. 77 38 31 
o. of attacks after minor b a 1 5 
operations 
No. of attacks after maior ae 1 2 0 
operations 


The number of cases is not sufficient to allow of definite 
deduction ; but there is the suggestion that the proportion of 
attacks of malaria after local analgesia is higher than after other 
anaesthetics. The 5 attacks after local analgesia represent a 
ratio of 1 in 6 cases; for the other anaesthetics the ratio is 
roughly 1 in 10 to 12 for each variety. It is noteworthy that 
the local analgesic used contained adrenaline, and that all five 
cases were minor operations. This finding provides a hint for 
caution in the use of even minute quantities of adrenaline in 
operating upon patients who may have quiescent malarial fever. 


Type of Relapse 
A great proportion of post-operative attacks were due to 
benign tertian infections: 15 out of 18 were identified as this 
variety ; the types of the remaining 3 were not identified. The 
incidence of the pre-operative types of infection is given in 
Table IV. 


TasLe IV.—Incidence of Types of Pre-operative Malaria 


Type of Malaria No. of Cases 
Benign and malignant .. 42 
Quartan fever .. ae 1 

148 


Comparison between Tables II and IV shows that out of the 
total of 110 cases of B.T. infection (i.e., 106 with a pre-operative 
history plus 4 possible latent infections) there were 15 relapses ; 
whereas out of 72 malignant tertian cases there were but two 
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relapses, the type of which, though not identified during the 
post-operative attack, might have been malignant. This relative 
incidence of B.T. relapse accords with the general and far 
greater tendency of this type to relapse quite apart from surgical 
influences, and the comparative figures provide no evidence, 
either way, of surgery as a precipitating factor. 


Influence of Immunity 

All the patients to whom the figures in Group I refer were 
British troops. The data collected for Indian troops have not 
been used in this paper because of the unreliability of the past 
history: “ buchar”—i.e., fever—of any origin is apt to be 
ascribed by Indian troops to malaria. It is of interest, how- 
ever, to record that, out of roughly 400 cases observed, the 
post-operative attacks of malarial fever amounted to between 
5 and 6%—i.e., approximately half the relapse rate found 
among British troops. The lower rate among Indians is an 
expected finding in view of the greater numbers that have 
acquired an immunity by long residence in endemic areas. 

The influence of the factor of immunity, or relative immunity 
in which there is a lack of febrile response, in so far as it 
affects post-operative relapse rates in British personnel, may be 
assessed by consideration of cases having a history of numerous 
pre-operative attacks. These cases have been abstracted, and 
the details of the number of attacks which occurred during 
four half-yearly periods prior to operation are recorded in 
Table V. 


TaBLeE V.—Cases with Frequent Pre-operative Attacks 


Pre-op. Period —— Case Incidence | Post-op. Relapse 
6months .. 4 5 
3 7 — 
4to5 9 
12 6to7 3 — 
3 3 — 
4to5 6 
18 6 to 8 3 
3 7 — 

4to6 9 1 x R.-B.T 

24 7to 10 5 _— 


The single relapse after 67 operations is in marked contrast 
to the remaining cases in this series—viz., 17 post-operative 
relapses in 109 cases in which there had been less than three 
attacks during the two-year period preceding operation. The 
contrast provides very suggestive evidence of the acquisition of 
an immunity which reduces the liability to post-operative 
relapse of malarial fever. Table V further indicates that, even 
during such short periods as. 6, 12, and 18 months prior to 
operation, 3 or more attacks of fever appear to confer a degree 
of immunity. 


Influence of Proximity of Most Recent Attack 
The liability to post-operative relapse relative to the proximity 
of the latest pre-operative attack is indicated in Table VI. 


TaBLe VI.—Proximity of Pre-operative Attack Relative to Post- 
operative Relapse 


No. of Cases having an Attack within a 


Type Pre-operative Period of: Totals 
Malaria 1 2 3 4 5 6 
| mth. | mths. | mths.| mths. | mths. | mths. Cases | Relapses 
B.T. .. | 19 (2R)} 3 (IR) 6 7(2R); 8(IR)} 5(Q2R)| 48 8 
M.T. .. 5 1 5 1 1 4 17 - 
B.T.and - - 3 3 
M.T. 

Clinical | 1 (iR) | - 1 2 ~ oa 6 1 
Total .. | 25 (3R) | 4 (AR) 12 10 (2R) | 9 (IR)} 14 (2R) 74 9 


The figures in parenthesis give the number of post-operative relapses. 


Out of a total of 13 post-operative relapses 9 occurred in 
the 74 cases in which there had been an attack of fever within 
the 6 months prior to operation—an incidence of about 12%. 
The remaining 4 relapses occurred in the 102 cases in which 
there had not been a pre-operative attack within this period— 
an incidence of about 4%. There is thus some evidence that 
post-operative relapse is more likely to occur when there has 
been a recent—within 6 months—pre-operative. attack. Corre- 


. 


lation with the data given in the preceding section on the 
influence of immunity brings the conclusion that the possibility 
of post-operative relapse is enhanced by the occurrence of one 
or two attacks during this’period of six months, but that the 
occurrence of three attacks markedly reduces it. 


Group II: Surgery after Suppressive Treatment 
In this group the period of observation after operation was 
not limited to 15 days; a tonger period was allowed in order 
to cater for the effects of “blanket” treatment, which was 
often begun at the time of operation, and which would tend to 
delay the onset of relapse. The findings in this group of cases 
are recorded in Table VII. 


TasLe VII.—Relapse Rate Following Suppressive Treatment 


No. No. | Time of Onset 
Past of of Type 
History Opera-| Post-op. yp After | After Completing 
tions | Attacks Op. “Blanket” Course 
(| 8 wks. 6 wks 
14 days 20 days 
Previous malaria, 68 6 (9%) | 6 x B.T. ” id 
positive 3 rc 8 wks. 
4 wks. 
18 days 11 days 
No history of | 79 | $(6%) |4x BT. 
prior malaria | 4 wks. 8 wks. 
i 20 days 


With reference to the 79 cases in which there was no history 
of previous malaria the significance of the 5 post-operative 
attacks is not readily calculable ; for, apart from’ the possibility 
of a post-operative fresh infection having occurred, the propor- 
tion of cases with a previously suppressed malarial infection 
is unknown. The post-operative incidence of 6% is, however, 
an indication that this particular form of suppressive and 
“blanket” treatment cannot be regarded as assuring freedom 
from attacks after surgical procedures. This is more strongly 
indicated by the figures of the cases which did present a history 
of previous malaria. In these 68 cases there was a relapse rate 
of 9%—a proportion closely similar to that found in Group I, 
in which suppressive treatment had not been given. It there- 
fore appears that the relapse rate of malaria following surgery 
is not affected by previous. suppressive and “ blanket” treat- 
ment of the type used in the Group II series of cases. 

Of the 11 post-operative attacks, 6 followed major and 5 
followed minor operations—a finding in agreement with that 
in the Group I series, where there was also no appreciable 
difference in the influence exercised by the two grades of severity 
of surgical operation. 


Group III: Surgery and Continued Suppressive Treatment 


This group consists of some 1,900 surgical cases seen in a 
“ forward” hospital during the 1945 campaign season. They 
were admitted to the hospital after 3 to 14 days from the time 
of being wounded. In addition to their wounds, the great 
majority of patients had undergone severe physical exertion, 
followed by evacuation over long distances by road, air, rail, 
and river steamer. The battles had taken place in areas which 
were hyperendemic for malaria and in which unprotected per- 
sonnel developed nearly 100% malarial infection. Almost every 
patient had had at least one operation before coming under my 
observation, and 743 were submitted to further operative treat- 
ment. All the patients had been taking suppressive mepacrine, 
0.1 g. daily, for a considerable time, and this was continued 
during the evacuation stages and throughout the period of 
observation in hospital. 

Two cases of post-operative malaria occurred ; in both there 
was reason to believe that the men had evaded taking the daily 
dose of mepacrine. There is thus strong evidence that this form 
of treatment suppresses malarial fever even in the presence of 
severe trauma, prolonged physical strain, and extensive surgical 
operations. 

Summary and Conclusions 

This paper records observations upon the relapse rate of malarial 
fever in relation to surgical procedures. 

In a series of 176 surgical operations performed on patients with 
a history of previous malarial infection, and to whom neither sup- 
pressive nor prophylactic antimalarial treatment was given, there was 
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a post-operative attack of malarial fever in 10% of cases. The 
conditions under which observations were made render it certain 
that this figure of 10% is in excess of the relapses brought on by 
surgical operation ; and the investigation tends to throw doubt upon 
the validity of the assumption that surgery commonly precipitates 
relapses of malarial fever. 

The relapse rate was practically the same whether the surgical 
operation had been of major or minor variety. 

Local analgesics containing adrenaline were followed by a‘ higher 
proportion of attacks of fever than were other forms of anaesthesia. 

The relative incidence of the types of post-operative relapse con- 
formed to the general relapse rate, and was predominantly due to 
benign tertian parasites. 

Three or more attacks of malarial fever during a period of two 
years preceding operation appeared to confer a degree of immunity 
and to reduce the incidence of post-operative relapse. 

A first or second attack within a period of six months preceding 
operation seemed to increase the liability to post-operative malaria. 

The findings in the first series of cases are compared with those 
found in 147 operations upon patients who had received and com- 
pleted suppressive treatment before operation. The post-operative 
relapse rate in cases with a history of pre-operative malaria in this 
second group was found to be practicaliy the same as that in which 
suppressive treatment had not been administered. 

In the third group of 1,900 surgical battle casualties suppressive 
mepacrine, instituted a considerable time before. the battle trauma 
and continued throughout the period in hospital, virtually eliminated 
post-operative malaria. 
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VINESTHENE ANAESTHESIA FOR REPAIR OF 
HARE-LIP AND CLEFT PALATE 


BY 


PHYLLIS F. L. DAPLYN, M.R.C.S., L.R.C.P., D.A. 
Anaesthetist, E.M.S. 


Operations for the repair of hare-lip and cleft palate have in 
the past presented the anaesthetist with many difficulties. The 
patients are small babies or very young children, and therefore 
require more careful handling than adult patients; there is 
considerable interference with the airway; and there is the 


ever-present danger of blood finding its way into the air 


passages. The introduction of endotracheal anaesthesia solved 
the problem of keeping the airway open, but in the early 
days the anaesthetic vapour was delivered through a rubber 
catheter to the region of the larynx, and a free passage for 
returning air had to be assured. It was not until the’ modern 
method of to-and-fro intratracheal anaesthesia came into use 
that it was possible to pack off the larynx adequately, and so 
eliminate the danger of inhaled blood and allow the surgeon to 
have complete control of the field of operation. Ether, or gas- 
oxygen-and-ether, is the common anaesthetic chosen, but lately 
the use of vinesthene with gas and oxygen has been found to 
give even better results. 

Properties.—Vinesthene is divinyl ether—(CH,:CH).O—to 
which has been added 3.5% absolute alcohol and 0.01% of a 
non-volatile oxidation inhibitor to render it less volatile and 
more stable. It is decomposed by acids, with the formation of 
aldehydes, one being formaldehyde, so it is considered safer 
to use only freshly opened bottles of the drug; like other 
ethers, it decomposes when exposed to light and air. Vines- 
thene is highly inflammable and as explosive as ethyl ether 
when mixed with air, oxygen, or nitrous oxide. 


Some Aspects of Vinesthene as an Anaesthetic 


Compared with other anaesthetic substances vinesthene pos- 
sesses various advantages. It is less irritating than ethyl ether 
or ethyl chloride, causing very little salivation, and produces no 


nausea or vomiting after short administrations, and rarely very 


slight vomiting after longer administrations. In one series of 
364 patients of varying ages, but consisting mostly of dental 
cases, no vomiting was reported (Goldman, 1936). Unlike 
chloroform, vinesthene does not cause any cardiac or respira- 


tory depression. The induction is quick and recovery remark- 
ably rapid. 

On the other hand, vinesthene is a very potent anaesthetic, 
and it is as well for the anaesthetist to become really familiar 
with the drug in minor surgery before using it for lengthy 
operations. This was stressed when the substance was first 
investigated in this country (Shipway, 1935), and again by later 
workers. Ravdin ef al. (1938) say: “It is exceedingly potent, 
and even though the traditional margin of safety is wide, the 
lethal concentration is such that the anaesthetic should be 
administered with due regard for its potency.” 

Some investigators have found that vinesthene may produce 
liver damage. Orth et al. (1940), for instance, found that weekly 
administrations of vinesthene to dogs produced central-zone 
necrosis of the liver and a progressive decrease of urea-clearance 
values, and a case of hepato-renal damage has been reported 
in a patient who had a second administration of vinesthene, 
lasting 104 minutes, ten weeks after the first administration, 
lasting 40 minutes (Hawk, Orth, and Pohle, 1941). 

Ravdin (Ravdin et al., 1937) has suggested that vinesthene 
should be used for short administrations only, as he believes 
that liver necrosis may follow long administrations even when 
every precaution to prevent anoxaemia has been taken, and he 
regards vinesthene as more toxic than ethyl ether. As a result 
of later work (Ravdin ef al., 1938) he and his fellow workers 
consider that vinesthene is not contraindicated in the presence 
of renal or cardiac disease, as there is no evidence that further 
damage is caused in such cases. 

More recently vinesthene has been used extensively for war 
surgery by one anaesthetist (Ogus, 1941), who records the almost 
daily use of this substance for a year by open and closed 
methods. He specially commends the convenience of adminis- 
tration under war conditions, the lack of nausea and vomiting 
even in the case of patients with full stomachs, the rapid in- 
duction and recovery. He considers vinesthene combined with , 
gas and oxygen to be superior to gas-oxygen-and-ether, but is 
careful to observe the safe dose limit of no more than half an 
hour’s administration, set by the Council of Pharmacy and 
Chemistry of the American Medical Association, and adds a 
limit of 50 to 75 ml. by the open method at one time. 

Convulsions occurring under vinesthene anaesthesia have 
been recorded in America and in this country. Dawkins (1940) 
published nine cases of convulsions—four occurring in patients 
who were undergoing major operations and five among children 
in the dental department. Another isolated case has been 
recorded (Boston, 1940), and I myself have seen two cases 
occurring in children after vinesthene anaesthesia for dental 
extraction. These convulsions resemble ether convulsions 
except in the fact that those following a short administration 
of vinesthene (e.g., for dental extraction) may occur some few 
minutes after the child has recovered consciousness. Ether 
convulsions always appear to be controlied by the intravenous 
injection of a barbiturate, and none has been recorded after 
an induction with a barbiturate. But the four cases reported 
by Dawkins (1940) showed convulsions with vinesthene follow- 
ing induction with hexobarbitone (evipan). 

The recent work carried out by Williams and Sweet (1944) 
throws a new light on the subject of anaesthetic convulsions. 
They investigated, by means of electro-encephalography, 22 
cases in which convulsions under anaesthesia had occurred, 
and obtained abnormal results in about three-quarters of them. 
Paroxysmal outbursts of abnormal waves were seen in over 
half, and larval epileptic attacks in a quarter, of the cases. The 
incidence and nature of the abnormal results were identical 
with those found in a large number of idiopathic epileptics, 
and were not considered to be the result of the convulsion. 
They came to the conclusion that all the evidence presented 
supports the view that anaesthetic convulsions are primarily due 
to an inborn but latent epileptic liability ; that the factors which 
precipitate a convulsion in these predisposed persons vary 
between individuals, but many of the factors which have been 
incriminated are well-recognized precipitants of epileptic fits 
in conscious subjects ; and that the main difference between fits 
lies in the degree of predisposition to convulsions, the many 
factors which arise during anaesthesia being merely precipitants 
of the convulsion. Williams and Sweet (1944) point out that 
anaesthetic convulsions are more rare among epileptics than 
among normal patients, and give the explanation that the 
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epileptics are probably receiving anticonvulsant treatment. In 
view of this it may be that the four cases reported by Dawkins 
(1940) did not receive enough barbiturate to overcome their 
predisposition to convulse. 

Latent epileptics exist in considerable numbers in the popu- 
lation, according to the work of Lennox, Gibbs, and Gibbs 
(1949), who found that 2.4% of the relatives of epileptics 
develop epilepsy and 60% show a dysrhythmia with electro- 
encephalography, latent epileptics therefore outnumbering overt 
epileptics by 25 to 1. It is perhaps astonishing that anaesthetic 
convulsions are not seen more often than they are. The con- 
clusion would seem to be that the correct combination of 
factors leading to convulsions must be present for each indi- 
vidual, the inborn convulsive tendency and the anaesthetic being 
constant factors, and the precipitating cause or causes—e.g., 
toxaemia, low blood sugar, high body temperature, pain, etc.— 
varying in each case. 

Most of the cases investigated by Williams and Sweet (1944) 
had been anaesthetized with ethyl ether in combination with 
gas and oxygen, and ether is known to produce persistent high- 
voltage discharges during induction. It would be interesting 
to know whether vinesithene has a similar effect on the cortical 
rhythm. 

Present Series 

In this series of 50 cases, 20 patients underwent repair of 
hare-lip and 30 repair of cleft palate. These patients were not 
picked, but formed the routine cases on the operating list at 
an E.M:S. children’s hospital. The ages of the hare-lip cases 
ranged from 3 to 19 months, and those of the cleft-palate 
cases from 1 year 3 months to 8 years. The latter case, however, 
was an exceptional one, and the average age of the cleft-palate 
cases was 2.8 years. 

Details of Cases 


Chest Vomiting 
INo. of| Average | Length of 
Operation (Compli- Results 
Cases Age jAdministn. No 
Hare-lip 20 | 5-4 mths.| 20-30 min.| Nil 0 20 (100%)| Good 
Cleft palate) 30 | 2-8 yrs. | 30-40 ,, 2 28(93-3%)) 
Very slight 
Method Used 


The premedication was atropine only, and each case was 
intubated with a Humby tube (Fig. 1), a reinforced tube 
€Fig. 2), or a Magill tube with the special angled connexion 


Dd. 


Fic. 1—The Humby tube. 


Fic. 2.—Reinforced tube. 


(Fig. 3), and the larynx packed off with gauze. There is some- 
times considerable mechanical difficulty in intubating small 
babies with hare-lip and cleft palate, especially if the cleft is 
a wide one, as the laryngoscope is apt to fall into the cleft 
and make it impossible to get a view of the very small larynx. 
Fhe broad blade for the laryngoscope shown in Fig. 4 over- 


comes this trouble, as it bridges the gap, or a small roll of gauze 
packed into the cleft will also serve. 

The anaesthetic in each case was gas, oxygen, and vinesthene 
from a standard Coxeter machine fitted with a Goldman drip 
vaporizer (Fig. 5). This allows very fine adjustment and such 
perfect control that the anaesthesia can be lightened or deepened 
in a matter of seconds. After intubation the anaesthesia never 


machine 


Fic. 3.—Magill tube with angled connexion. 


needs to be deeper than the first plane of the third stage, and 
at the close of the operation the patient is ready to gag and 
cough as soon as the tube is removed. This relieves the nursing 
staff of much anxiety during the return trip from the theatre 
to the ward. 

As will be seen by the accompanying Table, the hare-lip 
cases averaged 20 to 30 minutes under the anaesthetic and the 
cleft-palate cases 30 to 40 minutes. 


WAGs 


Fic. 4.—Broad blade for the Fic. 5.—Goldman drip 
laryngoscope. vaporizer. 


Results 

The results were uniformly good. There were no chest com- 
plications, and very slight vomiting occurred in only two of the 
cleft-palate cases. Healing in every case was by first intention. 
The ward sisters reported that the children were easy to manage 
and in very good shape following operation. Their opinion 
was that vinesthene was preferable to ether for these cases and 
that the children were much brighter and in better general 
condition than when ether was used. 


Summary 
Anaesthesia for the repair of hare-lip and cleft palate is reviewed. 
The properties and some aspects of vinesthene as an anaesthetic 
substance are discussed. 
A series of 50 cases of hare-lip and cleft palate anaesthetized with 
gas, oxygen, and vinesthene is reported, with the method used and 
the results obtained. 
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My acknowledgments are due to Mr. Denis Browne, under whose 
care were the patients in this series; and I wish to ‘thank Sister 
Etheridge, sister in charge of the theatres, for the loan of ao. 
The appliances shown in Figs. 2, 3, and 4 were designed by Mr. 
Denis Browne. 
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A CASE OF POLYNEURITIS DUE TO GOLD 


BY 


E. J. R. LEIPER, M.D., M.R.C.P. 
Physician to an E.M.S. Hospital 


Treatment by gold injections is considered to be of value in 
rheumatoid arthritis, in which it is much used. Toxic effects 
are unfortunately not uncommon. These may take different 
forms. In the following report one of the more unusual toxic 
complications of gold therapy is cescribed. 


Case Record 


The patient, a woman cf 52, was seen elsewhere in February, 1945, 
with a two-months history of pain and stiffness in the joints, 
beginning in the hands and spreading rapidly to the left shoulder, 
cervical spine, knees, and right ankle. At the time moderate peri- 
articular sweiling was noted in the metacarpo-phalangeal joints of 
both hands. The knees were also somewhat swoilen, but the other 
affected joints showed merely restricted painful movement. The 
E.S.R. was 60 mm. in an hour (Westergren). Nothing of significance 
was found elsewhere, and a diagnosis of early rheumatoid arthritis 
was made. Treatment included physiotherapy and 13 injections of 
0.2 g. of myocrisin (sodium aurothiomalate), the first three at weekly 
intervals and thereafter at five-day intervals. Considerable benefit 
resulted and the pain and swelling became steadily less. Towards 
the end of the course the patient noticed some soreness of the mouth, 
but thought it so insignificant that she did not mention it. On 
the day after the last injection, however, she also experienced some 
difficulty in getting up from a chair and in climbing steps. This 
was quickly followed by an increasing sense of weakness and use- 
lessness throughout both legs. Some days later the arms became 
affected in the same way, though to a lesser degree, movements at 
the shoulders, as on raising the arms, being first involved. The feet 
and the hands felt numb, and tingied ‘tas if they had been stung.” 
Except in the finger-tips, which ached, no complaint was made of 
pain. A twitching of the face was noted as well as occasional 
sensations of heat in the trunk. These symptoms became so incapaci- 
tating that soon the patient was reduced to a helpless state and 
confined to bed, unable to feed or dress herself, or even to sit up 
or turn round without help. 

She was first seen by me seven weeks after the last injection of 
myocrisin. By that time all pain, tenderness, swelling, and stiffness 
had disappeared from the affected joints. Her general condition was 
fair, and, with the exceptions noted below, no abnormaiity was found 
in the cardiovascular, respiratory, alimentary, and urinary systems 
or elsewhere. The blood count was normal. The mucous mem- 
brane of the mouth and pharynx was studded with numerous tiny 
superficial ulcers. 

The mental faculties were normal, and the patient was intelligent 
and co-operative. All the cranial-nerve functions were normal, as 
were the fundi. In spite of the patient’s complaint of twitching 
of the face, this was not observed, and there was no facial weakness. 

Motor System.—There was a widespread symmetrical flaccid 
paresis affecting all four limbs, more severe in the legs than in the 
arms, and accompanied by a mild degree of wasting of the muscles. 
Though nowhere absolute, the weakness was well marked in all the 
muscle groups, and was especially severe proximally. In the hips 
and peivic girdle this led to inability to sit up or even to turn over 
in bed, and the patient had to push herself up bodily with her 
arms on the sides of the chair when rising from it. Standing was 
just possible but extremely unstable, while walking was quite 
impossible. From weakness of the shoulder muscles, elevation at 


the shoulders was limited to about 60°. There was also considerable 
ataxia of the upper limbs in the finger-nose test—doubtless due, at 
least in part, to the deep sensory loss described below. The neck 
and trunk muscles appeared unaffected. 

Reflexes—The supinator, biceps, triceps, knee, ankle, and 
abdominal reflexes were all absent. The plantars were feeble but 
flexor. The pupillary reflexes were normal, as were also the 
sphincters. 

Sensory System.—Objective sensory disturbances were much less 
evident than motor loss. Thus no impairment could be demon- 
strated in the sensation of the skin to cotton-wool, pin-prick, heat 
and cold, nor in deep pain sensibility, but there was some loss in 
the sense of position and passive movement in the hands and feet, 
and vibration was not fully appreciated in the distal parts of the 
limbs. 


The cerebrospinal fluid was clear and colourless, under normal 
pressure, and contained 290 mg. of protein per 100 ml. and 45 
lymphocytes per c.mm. 

Treatment was expectant and included rest in bed, means to 
prevent deformity such as footdrop, and, as is customary im poly- 
neuritis, large doses of yeast by mouth to supply the vitamin B 
complex. Later, massage to the muscles and active and passive 
movements were added. Under this regime spontaneous recovery 
followed. Paraesthesia and objective sensory loss had almost cor 
pletely disappeared in three weeks, but recovery of power was a 
much slower process. It occurred earliest and was most advanced 
in movements at the distal joints. In six weeks the patient was 
just able to get up from a chair and to stand without using her 
arms, and her tendon reflexes were still absent. It was not until 
a further two months that there was full clinical recovery with 
normal muscular power, and even then the knee- and ankle-jerks 
could not be elicited and the tendon reflexes were very sluggish. 
The stomatitis was also slow in healing, but eventually it did so 
completely. 

Discussion 

From the cliniczl and other features it is evident that this 
is a case of polyneuritis, and there is little reason to doubt 
that- the gold injections were responsible’for the condition as 
well as for the stomatitis. In an exhaustive review of the toxic 
effects of chrysotherapy Sundelin (1941) includes polyneuritis 
among 4 wide variety of nervous lesions. He points out that 
either the central or the peripheral nervous system may be 
involved. Cerebral symptoms are frequent, ranging from simple 
depression through excitable restless states to frank psychoses 
with hallucinations and confusion ; more localizing symptoms 
also occur, such as aphasia, hemipzresis, and bilateral central 
facial paralysis. In the peripheral nervous system damage to 
a cranial nerve is sometimes seen, either alone or along with 
oiher neurological features. Some of the lesions—e.g., uni- 
lateral blindness—have occurred in purpuric states due to gold 
and may have been caused by haemorrhage ; but others, such as 
unilateral facial paralysis, abducent nerve paralysis, and nerve 
deafness, are evidently due to a localized toxic neuritis. Vertigo, 
of similar peripheral origin, though also possibly due to dis- 
turbance of more central labyrinthine connexions, may also 
occur, as well as diplopia and inequality of the pupils. Local 
involvement of a peripheral nerve is further exemplified by 
cases which have developed herpes zoster during treatment with 
gold. More widespread forms cf neuritis, like polyneuritis of 
other aetiology, affect all four limbs symmetrically. They 
resemble the case here recorded and show both motor and 
sensory features as well as changes in the cerebrospinal fiuid 
in the direction of an increase in the protein and cells. Flaccid 
paralysis with loss of reflexes and wasting, though varying 
somewhat in intensity and Cistribution, is always a prominent 
feature and may be both widespresd and severe. Objective 
sensory loss also occurs, as we!l as pain and_ paraesthesia. 
Some authors have stressed the presence of pain in the limbs 
in gold polyneuritis and consider it may be the sole indication 
of damage to the peripheral nerves during treatment by gold. 
If so, this is in marked contrast with the present case, in which 
pain was minimal and muscular tenderness almost absent. 

It will be seen, then, that the possible toxic effects of gold 
upon the nervous system are many and varied. In Sundelin’s 
series, out of a total of 964 toxic manifestations of gold 107 
were referable to the nervous system. From their nature these 
neurological side-effects, except in their mildest forms, are more 
or less serious. At times they may be exceedingly alarming 
and may even encanger life, or they may be succeeded by 
permanent sequelae, such as deafness. Fortunately, however, 
most cases recover completely, sometimes remarkably rapidly 
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in the course of a few days, at other times only after a long 
and tedious illness attended by much disability, as in the case 
recorded. 

As at present there is no specific treatment for the toxic 
effects of gold, and as they occur in a regrettably high pro- 
portion of cases treated in this way, the question of prophylaxis 
assumes particular importance. In an endeavour to reduce them 
to a minimum various schemes of administering gold have 
been suggested. A study of the literature shows how great is 
the diversity between these schemes as regards the size, number, 
and spacing of the individual doses, but, on the whole, opinion 
now seems to favour relatively small doses as being less toxic 
than, and as efficacious as, the larger doses previously given. 
This was the view expressed at a meeting of the American 
Rheumatism Association (1941), where a total of 1 g. was 
suggested for a course and where, in respect of toxicity, 
calcium aurothiomalate was very favourably compared with 
sodium aurothiomalate. Douthwaite (1944) likewise recom- 
mends a total maximum of 1 g. and suggests, as a course, 
6 weekly injections of 0.02 g. of an oily suspension followed 
by 10 doses of 0.05 g. and, if necessary, a further 2 doses of 
0.1 g.; he emphasizes the necessity for repeated courses—e.g., 
four in two years—to prevent relapse. Another common 
scheme consists of 10 weekly doses of 0.1g. preceded by 2 doses 
of 0.01 g. and 0.05 g. respectively. By such standards the course 
administered in the present case—13 injections of 0.2 g. of 
myocrisin in 64 days—must be judged an intensive one. At 
the same time, it must be admitted that toxic effects are by 
no means entirely confined to those receiving a relatively heavy 
dosage. There appears to be great variability in the suscepti- 
bility of individuals to gold, so that even a few injections or 
a small total dosage may at times be sufficient to provoke 
unpleasant reactions. Even when all precautions are observed 
as regards dose, it remains true that the toxicity of gold is 
unpleasantly high, and some really effective means of preventing 
or counteracting its poisonous effects is much to be desired. 


Summary 
A case of polyneuritis due to gold used in the treatment of 
rheumatoid arthritis is recorded. 


The toxic effects of gold upon the nervous system are briefly 
discussed. 
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A CASE OF MYIASIS DUE TO 
WARBLE-FLY LARVAE 


BY 


ARTHUR SMITH, M.B., M.R.C.S., D.O.M.S. 
First Assistant, Ophthalmic Department, Royal Hospital, Sheffield 


AND 


DESMOND P. GREAVES, M.B., Ch.B., B.Sc. 
Ophthalmic House-surgeon, Royal Hospital, Sheffield 


Myiasis in man due to the larvae of flies, particularly various 
species of Diptera, is common in many parts of the world, 
especially in the Tropics. The warble-fly, however, is respon- 
sible for very few of these cases. Of the two varieties— 
namely, Hypoderma bovis and Hypoderma lineatum—we have 
found only six fully authenticated cases caused by the latter 
variety. The first was recorded in America in 1889 by Kane 
and Freeman, followed by another in 1910 by Miller; two 
cases from France by Topsent in 1901 and 1909 respectively ; a 
fifth from Germany in 1913 by Glaser ; and the sixth (the first 
in this country) by F. W. Style in 1924. 


Case Report 


The ‘patient, a boy aged 7, lives on a farm in the Hope valley, 
in Derbyshire. He attended the ophthalmic out-patient department 
of Sheffield Royal Hospital on Jan. 14, 1946, with a swelling of the 
right upper eyelid and supraorbital region which appeared suddenly 
14 days previously. The swelling was diffuse, smooth, and regular, 


and extended 14 in. (3.8 cm.) abeve the eyebrow and the whole length 
of the orbital margin. It was soft but did not fluctuate, and it 
appeared to be partially connected to the skin but not to the deeper 
tissues. There was no tenderness, erythema, or regional adenitis, 
and he showed no constitutional disturbance. He complained only 
of persistent visual obstruction, obviously due to the oedema. The 
eye was slightly proptosed and markedly depressed, diplopia being 
prevented by the total pseudoptosis. Ocular upward movement was 
restricted but there was full range of ail other movements. The 
right disk was slightly paler than normal, 

The following investigations were carried out the same day: 
E.S.R. 10 mm./hr., W.R. negative, x-ray appearances of orbit and 
sinuses normal; differential white cell count: myelocytes 1%, meta- 
myelocytes 18%, polymorphs 57%, lymphocytes 19%, monocytes 3%, 
plasma cells 2%. On Jan. 25 the eyelids opened slightly, but by 
the evening became more swollen than before. On the 26th a 
tiny hole, like a pin-prick, was seen in the centre of the skin of the 
upper eyelid, from which small beads of blood-stained serum oozed 
out. The foliowing day the brow and right frontal region became 
swollen and purplish, and a similar hole appeared in the skin about 
2 cm. above the centre of the right eyebrow. The report from 
the aural surgeon at this time showed that there was no sinus 
infection. 

He was admitted to hospital on Jan. 28, and sulphonamide and 
penicillin therapy was continued during the next six days together 
with the application of diathermy to the orbit twice daily. On 
Feb. 3 the swelling around the hole in the supraorbital skin was 
indurating but not fluctuating. Slight pressure extruded a few beads 
of pus, and further pressure resulted in the expression of a white 


Fic. 1.—Photographic enlargement of the larva expressed 
from the boy’s forehead. Size, 11 mm. long by 2.5 mm. diameter. 
The segmental markings and the spiracles at the posterior 
extremity are clearly seen. 


spindle-shaped living larva, 1i mm. long and 2.5 mm. in diameter 
(Fig. 1). The clean-cut circular hole, about 1 mm. in diameter, was 
left exuding thin pus, which on culture proved to be sterile. It con- 
tained polymorphs and other white cells, the majority of which were 
eosinophils. A differential blood count showed: total white cells, 


Fic. 2 Fic. 3 


Fic. 2.—Photograph of patient three days after extrusion of 
the larva. The residual oedema and pseudoptosis subsiding. 

Fic. 3.—Photograph of “= when discharged. There is 
fibrosis round the site of the first warble in the upper lid. 


7,600 (polymorphs 34%, lymphocytes 36%, monocytes 2%, eosino- 
phils 28%); the red cells were normal. On Feb. 11 another count 
showed: total white cells, 7,400 (polymorphs 43%, lymphocytes 46%, 
monocytes 2%, basophils 1%, eosinophits 8%). By Feb. 20 the 
white cell count had fallen to 5,600 (polymorphs 39%, lympho- 
cytes 48%, monocytes 5%, eosinophils 8%). Another count on 
Feb. 27 showed: total white cells, 5,600 (polymorphs 44%, lympho- 
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cytes 49%, monocytes 2%, basophils 1%, eosinophils 4%). The red 
cells were normal. Haemoglobin 90%, colour index 1.1, and the 
E.S.R. 4 mm./hr. By March 11 the eosinophilia persisted at 6%. 

After expression of the larva the reactionary oedema quickly sub- 
sided (Fig. 2). By Feb. 26 a slight fullness of the upper lid was 
all that remained. The eye was no longer depressed, there was full 
range of ocular movement in all directions, and the diplopia test 
was negative. The fundus was normal and vision was 6/6 in both 
eyes. Deep palpation suggested the presence of 2 small ,spindle- 
shaped object nestling beneath the supraorbital margin just above 
the scar marking the puncture in the skin of the eyelid. In view 
of the possibility that this might be another larva, surgical explora- 
tion was carried out, but failed to reveal anything abnormal beyond 
some fibrosis (Fig. 3). 


Life History of the Warble-fly 


We are indebted to Prof. L. E. Eastham, Zoological Depart- 
ment, University of Sheffield, who identified the larva as 
Hypoderma lineatum in the second stage of its life cycle 
(Natwig, 1937; Ono, 1938). The full significance of this 
unusual form of myiasis can be appreciated only by consider- 
ing the life history of the warble-fly (Warburton, 1922; Miller, 
1910). 

Warble-flies appear in hos sunny weather, most commonly 
in July in this country, but they may be found at any time 
between April and September. They are commonly known as 
gadflies. owing to the terror and “ gadding” they cause among 
cattle. They lay their eggs on the hairs of the hocks and along 
the flanks of recumbent cattle. The H. bovis lays its eggs singly, 
the H. lineatum in clusters of fourteen to a single hair. The 
eggs of H. bovis hatch out in four days ; those of H. lineatum 
take a few days longer. The larva that emerges is 0.8 mm. 
long. It is segmented, covered with small spines, and provided 
at its anterior extremity with a pair of mouth-hooks separated 
by a median spear. With the help of this armoury it enters 
the skin through a hair follicle and takes up its abode in the 
dermal connective tissue. Usually nothing is seen to indicate 
its presence until the warbles appear on the back of the animal 
seven months later. 

During this period the larva travels in connective tissue, 
undergoing an uncertain number of changes in development 
by ecdysis. By the autumn it has arrived in the submucosa of 
the oesophagus, and during the winter months it migrates to 
the diaphragm, and thence along the ninth and tenth intercostal 
spaces so as to come to lie between the periosteum and the dura 
mater of the spinal canal in the lower dorsal region ; here the 
larva is in an intermediate resting stage. This affords easy 
access to the saddle area of the back, the usual site for warble- 
tumours (“ warbles ”’). 

The pin-hole opening in the centre of a warble is really a 
breathing-hole made by the larva through which it can draw 
air into the spiracles placed at its posterior extremity. The 
local tissue reaction produces a sero-purulent exudate on which 
the larva feeds until it is mature, when it emerges from its 
breathing-hole, falls to the ground, and quickly hardens to form 
a pupa. After five weeks the fly emerges from the pupa and is 
ready to lay its eggs and start the life cycle all over again. 


Discussion 


The mode of infection in this case is not known, but it is 
highly probable that the eggs or larvae became attached to the 
boy’s clothing when in contact with recently infected cattle. 
The actual invasion of larvae may have passed unnoticed, 
beyond a slight and temporary skin irritation. This apparently 
was the only immediate discomfort felt by Glaser (1912-14), 
who accidentally infected himself whilst experimenting with 
H. lineatum larvae. He noticed that the newly hatched larva 
had disappeared into the skin within one and three-quarter 
hours. 

The fact that the larva was expressed at an intermediate or 
immature stage supports the theory that these larvae do not 
reach the penultimate stage in the human host, such a habitat 
probably being unnatural for the mature development of the 
larva. That it rapidly grows in size soon after entering the 
skin was shown by Glaser, who stated that within four or 
five days the larva had grown to a length of 2.5 mm.; five 
months later he removed a typical oesophageal larva 7. 5 mm. 
long from his own mouth. This suggests it was a mature 


oesophageal larva. Animal experiments (Hadwen, 1915) have 
shown that only the largest oesophageal larvae of both species 
are ready to proceed at once to form warbles and that those less 
advanced continue their wanderings. Referring to human infec- 
tion by H. bovis, Schoyen (1886), who collected a number of 
cases that had occurred in Norway during the previous hundred 
years, states that as a rule the larvae have undertaken long 
ramblings under the skin, always in an upward direction, pre- 
vious to their appearance through openings in warbles on the 
upper part of the body (head, neck, shoulders, etc.). All of 
them lived in this manner for months, and the larvae came out 
during the winter, most commonly in February, but were always 
much too young to be hatched. We may conclude that the 
larva does not undergo its full life cycle in man. On the 
other hand, we must record that the larva from Style’s case 
was described by Major Austin as being a penultimate-stage 
larva of H. lineatum; but he also states that the full-grown 
larva is of considerable size and many times larger than the 
specimen forwarded to him. 

In our case there is no history of the subcutaneous wander- 
ings characteristic of the “ pre-oesophageal” larva. In all the 
published reports available of human infection, subcutaneous 
migration has been extensive and readily observed, usually 
before the larva reaches the oesophagus. Ordinarily the course 
of a migrating larva is not betrayed by any track, but occa- 
sionally, when sepsis has occurred, a greenish track marks the 
wake of the larva. The tracks are always confined to con- 
nective tissue. Migration is maintained partly to avoid encyst- 
ment; the organism would die if encystment occurred before 
it reached the final warble stage. The disappearance of the 
warble from the upper eyelid in the present case may indicate 
either encystment and death of the larva with subsequent 
absorption, or a migration from the eyelid with possible 
reappearance later elsewhere. The steadily falling eosinophilia 
supports the first alternative. Another explanation, however, 
may be that the larva emerged from the warble on the eyelid 
unknown to the patient or his parents before he entered hos- 
pital. The possibility that other larvae are still present in the 
boy’s body must be borne in mind and a watch must be kept 
for the appearance of other warbles. 

It is doubtful whether the treatment instituted influenced the 
course of the disease. 

It is stated that the warble-fly attacks two-thirds of all cattle 
in this country; causing severe loss of condition, reducing milk 
yields, and damaging one million hides a year. The high inci- 
dence demands effective preventive and curative treatment. It 
also suggests the possibility that other cases of human infesta- 
tion by contact with cattle may have remained undiscovered 
or unrecorded. 

It is worth noting that the Hope valley, in Derbyshire, 
suffered the worst “gadfly” epidemic for many years last 
summer. 


Summary 

A rare case of human myiasis due to warble-fly larvae is reported. 

The life cycle of the warble-fly illustrates the tendency for the 
larva to migrate and form warbles. 

Experimental evidence and case reports suggest that in man the 
life cycle of both species of warble-fly is inhibited. 

Contact with recently infected cattle is the probable mode of 
infection. 

Prevention seems to be the only treatment available in human or 
animal myiasis caused by warble-fly larvae. 


We are indebted to Dr. J. W. W. Baillie, who originally referred 
the case to hospital, and to Mr. Gordon Mackie, Honorary 
Ophthalmic Surgeon to the Royal Hospital, Sheffield, for permission 
to publish this report. 
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VITAMIN C NUTRITION IN 
NORTH-EAST ENGLAND 


BY 


JAMES BLACK, M.D.,. F.R.F.P.S. 
Assistant Physician (Temporary), Sunderland Royal Infirmary 


In the winter and spring months of 1943 an estimate was made 
of the vitamin C balance of 100 adults living in a mining town 
on the north-east coast of England. The findings may be of 
interest. 

Harris (1939) noted that vitamin C subnutrition was increased 
during the 1914-18 war. Orr (1936) suggested that more than 
half of the population of Great Britain received less than the 
reputed optimum allowance of vitamin C. Harris (1940) found 
subnutrition prevalent among elementary-school children, and 
in 1942 he noted that nutrition among students and school- 
children was at a lower level than it had been before the war. 
Other reports of the nutritional state of various sections of 
the community have been published, but no recent findings have 
been noted from this area. 


Rationale and Method of Investigation 


The reader may be reminded that the minimum daily require- 
ment of vitamin C for the preservation of health is in the region 
of 25 mg. (Abbasy ef al., 1935); that a normal adult on a 
middle or higher working-class diet excretes between 15 and 
30 mg. a day (Harris and Ray, 1935); and that oral adminis- 
tration of a “ test dose” of ascorbic acid to an undernourished 
subject results in its retention in the tissues until the deficiency 
is made good, while administration of the same dose to one 
who is well nourished results in the early overflow of a large 
part of that dose into the urine. 

Cases suffering from any clinically recognizable disorder 
which per se could lead to an increased vitamin C demand and 
metabolism were excluded from the survey. In addition to 
clinical examination the B.S.R. was estimated in each case. 
One hundred intelligent and co-operative patients were selected, 
38 being males and 62 females. Details of the present and 
past dietetic habits of each patient were obtained at the out- 
set and correlated with the ultimate findings. No case included 
in the series developed an intercurrent infection. The ascorbic 
acid was administered by the “test-dose”’ method of Harris 
and Ray, the “ test dose ” being 700 mg. ascorbic acid per 10 st. 
(63.5 kg.) body weight. The vitamin C excreted in the urine 
was preserved by the method of Sendroy and Miller (1939), and 
estimation of the vitamin C content of the urine was made by 
titrating against a freshly prepared standardized solution of 
2:6 dichlorophenolindophenol. 


Findings 


(1) Males—Of the 38 cases examined 35 responded briskly 
to test-dosing, the response coming on the first or second day. 
Three were sluggish in their response, the rise coming only 
on the third or fourth day. None showed clinical evidence of 
vitamin C subnutrition. The three cases with sluggish response 
were regarded as being unsaturated but not undernourished. 

(2) Females——Of the 62 cases 27 responded briskly on the 
first or second day. The remaining 35 were sluggish in their 
response and wete distributed as follows: third day, 25 cases ; 
fourth day, eight cases; fifth day, two cases. Slow response 
(and therefore presumably slightly depleted reserves) was found 
more frequently in those women whose husbands were living 
away from home than in those whose husbands were at home, 
the ratio being 5:1; and, conversely, the bulk of the women 
who responded briskly had their husbands living at home. 

The clinical findings in one of the women with slow response 
were of interest. Her husband was in the Forces, her children had 
their midday meal at school, and she herself was living on an 
obviously inadequate diet. The response to test-dosing with ascorbic 
acid came on the fifth day. She was slightly under weight, and 
there were two large bruises on the extremities at the time of 
examination, which she attributed to slight trauma. There was no 
obvious pyorrhoea, but the gums were spongy and bled easily. Hess’s 
test was positive, and there was a normocytic normochromic anaemia, 
the red celis numbering 3,200,000 per c.mm. and the Hb (Sahli) 


being 65%. Unfortunately, continuous observation in this case was 
interrupted, but when the patient was seen again several months 
later the sponginess and bruising tendency had disappeared, Hess’s 
test was negative, and the blood picture had improved, the red cells 
now numbering 4,200,000 per c.mnr. and the Hb being 80%. In 
the interval she had had a more balanced diet and had taken 
ascorbic acid 200 mg. daily by mouth. No medicinal iron had been 
given. Her original state was due to general malnutrition and not 
to avitaminosis C alone. There is no “relation between spongy 
bleeding gums and vitamin C deficiency unless this is so severe as 
to produce scurvy; and increased capillary fragility does not appear 
to be related to vitamin C deficiency. One must conclude that the 
improvement was due to the better diet and not to the ascorbic 
acid supplement. 


Summary and Conclusions 


The results of assessment of the vitamin C balance of 100 
adults resident on the north-east coast of England are given. 
From a study of this comparatively small series one might say 
that: (1) The men on the whole were well nourished. (2) Many 
of the women had less satisfactory reserves. (3) Diminished. 
reserves were found more often among those women whose 
husbands were living away from home than among those whose 
husbands were at home. (4) As would be expected, the quickest 
response was seen in those cases which had a satisfactory 
dietetic history. (5) Diminished intake of vitamin C’was due 
to apathy or ignorance and not to poverty or non-availability 
of suitable foodstuffs. (6) Close inquiry should be made into 
the intake in all doubtful cases and advice on suitable diet given. 
A nutritious diet, with perhaps added ascorbic acid, is necessary 
in conditions where there is likely to be an increased vitamin C 
demand—e.g., toxic, infective, and traumatic states. 


I would like to thank Dr. H. A. Cookson and Prof. F. J. Nattrass 
for their interest and advice. 
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Medical Memoranda 


Gangrenous Enteric Intussusception in 
Adolescence 


The following case is considered to be worthy of record owing 
to its rarity. The management of the case also presented 
interesting features. 

Case History 


The patient, a girl aged 14, was admitted to the Royal Victoria 
Infirmary, Newcastle-upon-Tyne, on Jan. 16, 1946. She gave a 
history of vomiting for five days, severe abdominai pain, and almost 
complete constipation, with the passage of blood per rectum for two 
days before admission. She was extremely dehydrated, with sub- 
normal temperature and a pulse rate of 126 per minute. On 
examination there was generalized abdominal rigidity, with marked 
central abdominal swelling. She was given three pints (1.7 1.) of 
intravenous glucose-saline before operation, which was delayed six 
hours for this purpose. 

Through a right longitudinal rectus-splitting incision the abdomen 
was explored. A greatly distended loop of jejunum was found; 
this was 40 cm. long, and was delivered through the wound .after 
the incision had been enlarged upwards. The intussusceptum and 
intussuscipiens were both seen to be gangrenous, the former being 
perforated. The intussusception was resected, with end-to-side anas- 
tomosis, and the abdomen closed with drainage. 

Ten pints (5.68 1.) of glucose-saline were given during the next 
24 hours. The blood-urea estimation was 60 mg. per 100 ml. and | 
serum chlorides 298 mg. per 100 ml. These tests were performed 
on Jan. 17. In the first 24 hours 15 oz. (425 ml.) of urine were 
passed. On the second post-operative day five pints (2.84 1.) of 
intravenous glucose-saline were given: urinary output was increased 
to 42 oz. (1.2 1.). Four days after operation the patient was taking 
fluids well by mouth, bowel sounds had returned, and flatus had 
been passed. On Jan. 22 a bile-stained discharge was observed on 
the dressing. By the next day the trickle had become a flood. 
Fluids by mouth were severely restricted and intravenous therapy 
restarted ; four pints (2.27 1.) of glucose-saline and one pint (568 ml.) 
of plasma were given every 24 hours. Continuous suction was 
applied to the fistula, but some leakage occurred. 
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On Jan. 26 the patient’s general condition was satisfactory. Skin 
digestion was becoming troublesome and there was no sign of the 
fistula closing; consequently it was decided to explore the anasto- 
mosis. It was then found that the antemesenteric border of the 
proximal loop had sloughed ; the remainder of the anastomosis had 
united satisfactorily. A mucosal fold was forming a valve over the 
distal loop. A further 2 in. (5S cm.) of bowel was resected and an 
end-to-end anastomosis was performed, as enough bowel could not 
be mobilized for any other type without breaking down protective 
adhesions. Owing to disparity in the diameter of the proximal and 
distal loops the anastomosis was difficult. The wound was closed 
with silk sutures throughout and without drainage. 

As expected, some leakage continued for a further 10 days. One 
pint (S68 ml.) of plasma and four pints (2.27 1.) of glucose-saline 
were given every 24 hours until! the sixth post-operative day, when 
the fistula was showing signs of becoming dry. Suction was unsatis- 
factory, and the skin was protected to some degree by a paste con- 
— aluminium. A fortnight after the second operation the 
wound was completely healed. Continuous gastric suction was 
employed for two or three days after each operation. Smail 
quantities of fluid were given by mouth throughout. Penicillin was 
administered for 10 days after the first and five days after the 
oa A operation. The patient was discharged from hospital on 

eb. 28. 

The pathological report on the specimen stated that there was 
““no obvious tumour to account for the intussusception.” 


COMMENT 


The interesting feature of-this case is the length of time it is 
possible to keep the general condition of a patient satisfactory 
with intravenous therapy. This girl had very little nourishment 
mouth from Jan. 11 to Feb. 6. She showed no clinical signs 
of hypoproteinaemia. Further, the inadvisability of being too 
conservative regarding the point of section of the bowel 
proximal to the intussusception was clearly shown. 


No account of this case would be complete without praise for the nursing 
staff, whose care and attention largely contributed to the successful result. 


F. Denis HinpMarsH, M.S., F.R.C.S., 
Surgical Registrar, 
Royal Victoria Infirmary, Newcastle-upon-Tyne. 


Heterospecific Pregnancy as a Possible Cause 
of Erythroblastosis Foetalis 


The following case seems to merit publication in view of certain 
unusual features. 
Case History 


A full-time male infant was delivered spontaneously on Jan. 25, 
1946, and found to be jaundiced. Suspecting erythroblastosis 
foetalis,-samples of blood were sent to the Department of Pathology, 
Dundee. The infant’s haemoglobin was 120% and the blood film 
showed evidence of erythroblastaemia, as many as 10 erythroblasts 
being found per oil-immersion field. This was the third pregnancy. 
The first child was iilegitimate and is alive and well. The second 
child was 3 weeks prematurely delivered, in 1944, and lived 5 days. 
This child was diagnosed from a blood film as a case of erythro- 
blastosis, but, unfortunately, serological examinations were not 
carried out, and necropsy findings were reported as inconclusive. 
The mother did not show any evidence of toxaemia of pregnancy at 
any time. Her blood was found to be group O Rh-positive (RR) 
the child’s group A Rh-positive (R,R,): there could be no Rh 
incompatibility in this case. The maternal iso-agglutinin titres were: 
anti-A, 1:10,000; anti-B, 1:80. The infant’s saliva reduced these 
titres to 1:128 and 1:32 respectively—evidence that he is a 
secretor.” 

In three days the jaundice was disappearing, the haemoglobin had 
risen to 135%, and erythroblasts had almost entirely gone from the 
peripheral blood. To date the infant remains healthy. 

The placenta was healthy and the mother’s Wassermann reaction 
was negative. In view of the abnormally high anti-A agglutinin 
titre in the mother’s serum this case may have been a mild type of 
rh homey foetaiis, such as has been described by Polayes and 
Ohlbaum (1945), who report nine cases of erythroblastosis foetalis 
in which the Rh factor was excluded as a possible immunizing 
agent. All of the children were group A and their mother group O, 
with high anti-A agglutinin titres in the mother’s sera. With the 
exception of two cases which terminated —— the affected children 
in this group suffer from a relatively mild form of haemolytic 
anaemia of the newborn. 

In connexion with this, should the affected infant require blood 
transfusion it would probably be advisable to use group O blood 
instead of group A, as anti-A agglutinin may be present. In this 
respect transfusion therapy is analogous to that used in cases where 
an Rh-positive affected infant is transfused with Rh-negative blood. 


We are indebted to Dr. Joyce Rounthwaite, Elsie Inglis Maternity Hospital, 
for sending us the samples of blood and saliva. 


ANN B. Austin, M.B., Ch.B. 
GeEorGE H. Smitn, M.D. 
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Reviews 


D.D.T. 


DDT. The Synthetic Insecticide. By T. F. West, M.Sc., Ph.D., and G. A. 
Sg M.Sc. (Pp. 301; illustrated. 21s.) London: Chapman and 


The discovery of the insecticidal properties of D.D.T. was made 
in Switzerland just before the recent war, and the information 
reached the allied nations at the end of 1942. In the com- 
paratively short intervening time there has been such a concen- 
tration of work on the subject that nearly 300 names appear in 
the author index of this book, many of them relating to several 
publications. The volume is, in fact, a summary of the results 
of research on D.D.T. up to the end of 1945. Further data are, 
of course, continually appearing ; but enough has been accumu- 
lated to produce a very useful reference book and bibliography 
for the worker in applied entomology. Its scope and layout 
can be indicated by the list of contents, which includes the 
following chapters: History and development, the Basle re- 
searches, manufacture and chemistry, principles of formulation, 
toxic manifestations, D.D.T. in paints, etc., D.D.T. in textiles and 
paper, D.D.T. miscellany, D.D.T. against lice, D.D.T. against 
mosquitoes, D.D.T. against household pests, D.D.T. against 
other pests of man and animals, D.D.T. against plant pests, 
miscellaneous uses, effects of D.D.T. on beneficial insects, and 
phytotoxicity. This arrangement is convenient, although there 
are two “ miscellaneous ” chapters which make for redundancy 
or lack of sequence, so that a note on “ D.D.T. dispersed as a 
fog” is 274 pages away from the “use of D.D.T. in aerosols.” 
Also, the various species included in such chapters as the 
one on plant pests are given in alphabetical order of the com- 
mon names. Surely it would be more interesting scientifically 
to group them biologically? Despite a perceptible favourable 
bias towards D.D.T., the authors have reviewed the results of 
trials very fairly. Perhaps the most questionable chapter is the 
one dealing with paints containing D.D.T. The authors give 
results of their own tests, hitherto unpublished, without com- 
parable results from D.D.T. applied as a superficial spray. The 
latter is generally believed to be more efficient, and the impor- 
tant question as to the residual toxicity of the two methods is 
still not determined. 


EVERYDAY PSYCHIATRY 


Everyday Psychiatry. By John D. Campbell, M.D. (Pp. 333. 36s.) London: 
J. B. Lippincott Company. 


The author of this book has had a wide experience of medical 
work, including general practice, and finally in the American 
Navy. Impressed with the very great importance of psychiatry 
for medicine, and especially with the large number of border- 
line patients who ask the advice of their family doctors, he 
seeks in this volume to do something to elucidate the problems 
presented by these patients for the general physician and 
surgeon, but especially for the general practitioner. While 
paying full tribute to the great advances achieved in this field 
by modern medical psychology and psychotherapy, he is by 
no means a convinced environmentalist, and regards the innate 
constitution as playing a very large part in the aetiology of all 
the cases presenting themselves, including the psychoneuroses. 
For this reason the book under review is valuable inasmuch as 
it presents a point of view which has perhaps been neglected in 
modern psychiatric literature. The main feature of his advocacy 
is, however, that scarcely any branch of medicine and surgery 
can be neglected when considering the treatment of these 
patients. Thus in discussing psychoneurosis he says: 

“The treatment of psychoneurosis, therefore, is one of the most 
challenging problems in medicine. It requires the skill of the 
experienced examiner, the tact of the sympathetic listener, the 
insight of the psycho-analytic student, the ingenuity of the physio- 
logist, the erudition of the literary scholar, and the human under- 
standing of the general practitioner. Since psychoneurosis involves 
cortical activities, autonomic function, and all the personality factors, 
its treatment necessitates knowledge of life and all its vicissitudes. 
It is sincerely hoped that the day of pure psychotherapy has ended, 
and that the psychoneurotic patient may be considered as an indi- 
vidual with a sensitive cortex and a hyperactive autonomic nervous 
system, and not as an interesting case with many unconscious 
mechanisms.” 

Dr. Campbell points out the value of the sympathetic com- 
panionship of the family doctor with a patient coming through 


a depression, perhaps the only valuable treatment until the 
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biochemical secrets which undoubtedly underlie the condition 
are elucidated. His descriptive method is to classify patients 
into personality types, and as a whole this method seems to be 
profitable ; but perhaps he takes it too far in trying to differen- 
tiate too clearly a homosexual type, who, he says, is the very 
opposite to the psychoneurotic type and almost never suffers 
from bodily somatic complaints and is emotionally quite stable 
—few would agree wholeheartedly with such a statement. He 
thinks that just as there are special schools for mental defectives 
so there should be special schools for schizoid children, since 
this will allow these solitary thinkers to be of most benefit to 
the world, and that any attempt to socialize them by mixing 
with normal children is futile. The chapter on chronic alcohol- 
ism is excellent, and the final chapters on personality examina- 
tion and rehabilitation are well worthy of study. 

This book may therefore be read with profit by all doctors, 
inasmuch as it presents clearly a useful point of view rather 
different from that of the usual run of books on medical 
psychology. 


PARASITES AND PARASITIC DISEASES OF MAN 


Enfermedades Parasitarias del Hombre y Parédsitos de Interés Médico. sf 
Dr. Rodolfo V. Talice, in the Faculty of Medicine, Montevideo. Vol. I. 
(Pp. 778; 189 figures and 3 coloured plates. No price given.) Published by 
Editorial Cientifica del Sindicato Medico del Uruguay. 

In his preface to this first volume of his treatise on the 

parasites and parasitic diseases of man Prof. Talice discusses 

his reasons for writing it. He expresses the opinion that the 
excellent and very useful textbooks on parasitology which have 
been written in various languages all deal much more fully 
with the parasites than with the diseases they cause, so that 
the practical medical man may find it difficult, unless he has 
special knowledge, to read them. He also considers that works 
on pathology and clinical medicine which deal with parasitic 
diseases are written without sufficient biological knowledge, and 
that the abundant and valuable North and South American 
literature on these diseases is insufficiently known, both in the 

Americas and elsewhere. These judgments, if they could be 

admitted, would certainly justify the considerable task which 

Prof. Talice has undertaken. But can they be admitted? If 

the Latin-American doctor finds it difficult to read such books 

as Manson-Bahr’s editions of Manson’s Tropical Diseases, 

Strong’s editions of Stitt’s Tropical Diseases, Craig and Faust’s 

Clinical Parasitology, and Brumpt’s Précis de Parasitologie, 

it can hardly be because these books require too much 

special knowledge or are clinically inadequate. Nor can it be 
agreed that North and South American literature on parasitic 
diseases is insufficiently appreciated outside the Americas, for 
it is constantly being summarized and critically appraised by 
experts in the pages of the Tropical Diseases Bulletin and 
similar journals printed in English. It is valuable, nevertheless, 
to have in this volume the fruits of Prof. Talice’s wide experi- 
ence. His book is not likely to supplant any of those just 
mentioned, but its text, at any rate, may well prove to be a 
valuable supplement to them. This first volume deals with 
only the protozoa and the spirochaetes and the diseases they 
cause, the Rickettsias being excluded because they are not 
protozoa. Some experts will insist that the spirochaetes also 
are not protozoa, but Prof. Talice decides that they are, and 

a consideration of the diseases which they cause alongside those 

caused by the protozoa has certain clinical advantages. 

It is impossible in the space available to comment upon the 
whole of a book of this size. It contains so much that there 
are bound to be some statements with which some experts will 
not agree. Its five parts deal respectively with the protozoa 
and protozoal diseases in general, amoebiasis, the flagellates 
and the diseases which they cause, balantidiosis. and the spiro- 
chaetoses (including syphilis and its allied diseases and the 
leptospiroses). Under each heading there is a complete account 
of the aetiology, epidemiology, pathology, symptoms, treat- 
ment, and prophylaxis of each disease, together with the labora- 
tory and other methods of diagnosis. The reader thus gets a 
complete clinical picture of each disease and a description of the 


parasite which causes it. The author gives especially detailed, 


consideration to treatment, and in the epidemiological sections 
he records Latin-American work as a basis for regional studies 
and prophylaxis. The results of some work done during the 
recent war were doubtless not available when the book was 


written. There is no mention, for example, of the Russian 


work on cutaneous leishmaniasis published since 1941 and 
admirably reviewed by Dr. C. A. Hoare in the Tropical Diseases 
Bulletin (1944, 41, 331), which establishes, among other 
important results, the fact that cutaneous leishmaniasis is a 
disease of gerbils and sousliks in Middle Asia and is maintained 
in them, and also transmitted to man, by the sandflies which 
share their burrows. This work should be included in future 
editions, even though it means the abandonment of the priority 
given to parasitic diseases which occur in the Americas. 

A few other criticisms need to be made, even in a brief 
review. It is doubtful whether the reader will really be helped 
by the particular typographical variations chosen by the author 
to emphasize the various aspects of each disease. More serious 
is the fact that the illustrations, especially the reproductions 
of the photomicrographs of the parasites concerned, compare 
unfavourably with those given in the textbooks mentioned 
above. Some of them, indeed, will mislead the inexperienced 
clinician or laboratory worker, who will get truer guidance 
from the line drawings wherever these are given. The author 
has chosen to record his bibliography in the form of footnotes, 
so that reference to the papers quoted is not easy, while some 
of the reference numbers in the text apply to more than one 
paper. And there is no index. An index to a work of this 
calibre is so important that most readers will hope that future 
editions of this first volume and also the first editions of any 
succeeding volumes will contain an index to the whole work. 
The most useful practice is that adopted by Strong’s editions 
of Stitt’s Tropical Diseases, each volume of which contains an 
index to the whole work. 


Notes on Books 


A book on the biochemistry and therapeutics of iron has been 
written by three Swedish physicians, Drs. C. G. HoLMBErG, 
Bo VaHLQuIST, and JAN WALDENSTROM, under the title Om Jdarn 
Och Jdarnterapi. It consists of five chapters. The review copy comes 
from Malmé and can be seen in the library of the British Medical 
Association by members who have a working knowledge of the 
Swedish language. 


Mr. HAMILTON BalLey’s Demonstrations of Physical Signs in 
Clinical Surgery began its long career in 1927 and has now passed 
through seven reprintings and appears this year in a tenth edition. 
With each succeeding edition the author has striven to improve his 
work, and the text has been thoroughly overhauled. Pictures, both 
plain and coloured, remain a large feature of the book; they now 
number 573, and Mr. Hamilton Bailey pays just tribute to his pub- 
lishers, Messrs. John Wright and Sons, of Bristol, for their skill 
in correlating the illustrations with the text. The price of the 
volume is now 30s. 


Preparations and Appliances 


A RETRACTOR FOR VARICOSE VEIN SURGERY 
Mr. R. RowpDeEN Foote (London, W.1), writes: 


The instrument illustrated is a modification of a self-retaining 
retractor used in other branches of surgery. The main points 
to be noted in this retractor, however, are as follows: 

(1) It is so designed that the instrument does not get in the 
way of the surgeon. The angle of the shaft is adjusted so that 
the retractor lies flat on either side of the wound. 


CLOSED 


(2) The jaws of the retractor give a firm grip on the tissues, 
allowing them to be lifted without slip. 

(3) The points of the teeth are so made that injury to neigh- 
bouring vessels may be avoided. 

This retractor has been specially made for me by Mr. T. M. 
Proudfoot, M.B.E., of Messrs. Bell and Croyden, Wigmore 
Street, London, W.1. 
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IMMUNIZATION WITH B.C.G. 


In an issue of this Journal late in 1943 a good deal of space 
was given to reporting a meeting of the Tuberculosis Asso- 
ciation and to editorial comment upor. it (Dec. 4, 1943, 
pp. 716, 722). The subject discussed was ihe use of B.C.G. 
vaccine for immunization against tuberculosis, and of the 
four principal speakers two came from Norway, one from 
Canada, and one from the U.S.A. The meeting concluded 
by passing a resolution in these terms: “ The Council of 
the Tuberculosis Association is instructed to approach the 
Joint Tuberculosis Council and the Council of the National 
Association for the Prevention of Tuberculosis with a view 
to a joint request to the Minister of Health to make B.C.G. 
available for trial in this country.” This resolution has now 
borne fruit: these three organizations appointed a joint 
committee to examine the question further, and the ulti- 
mate result was a deputation which went to the Ministry of 
Health last week. Sir Wilson Jameson received the depu- 
tation with sympathy and expressed hirnself willing to take 
steps to see if a suitable vaccine could be made available 


in this country. It would be necessary to appoint an expert _ 


committee to examine the use to which it could be put and 
the class of persons to be vaccinated. The whole question 
would be explored by the Ministry of Health. 

The deputation presented a memorandum prepared by 
Prof. W. H. Tytler on behalf of the Joint Committee which 
gives a full account of the history and achievements of 
B.C.G. vaccine, and urges that official action should be 
taken to enable the vaccine to be used in this country. It 
is to be hoped that this memorandum has been, or will be, 
printed in sufficient numbers for a considerable circulation 
as well as for its immediate purpose. It is an admirable 
statement, fair, complete, and thoroughly documented, and 
presents an overwhelming case. The story of B.C.G. may 
be retold briefly as follows: It is a tubercle bacillus of 
bovine origin originally found in 1908 by Calmette and 
Guérin to have lost its virulence after successive transfers 
on a bile—potato medium. Since then it has remained in- 
capable of producing progressive disease even in the highly 
susceptible guinea-pig, and although there is a theoretical 
possibility of restoration of virulence, the danger of any 
such change during proper maintenance is highly remote. 
Although practically non-pathogenic, this organism, when 
administered in the form of a living vaccine, induces tuber- 
culin sensitiveness and increases resistance to subsequent 
infection with virulent tubercle bacilli. It is unquestionably 
more effective in this direction than an ordinary heat-killed 
vaccine. It may perhaps be less effective than a living 
vaccine of Wells’s vole bacillus, but that is another and 
more recent story. The immunizing effect of B.C.G. has 
been exhaustively studied in animals, and is the subject of 


a long-term field trial in cattle which has now been in 
progress in this country for a number of years. ° 

B.C.G. began to be used for human vaccination more 
than twenty years ago, and the first method employed by 
Calmette himself and his colleagues was administration by 
the mouth to infants within a few days of birth. Although 
this treatment was used for very large numbers of infants 
born into tuberculous families, with what were said to be 
promising results, it was abandoned within a few years in 
favour of subcutaneous injection: this proceeding was 
much more regularly followed by the development of 
tuberculin sensitiveness. Not long after these studies began 
in France the method was introduced in Norway, where 
the classical studies of Heimbeck and Wallgren have pro- 
vided the soundest evidence we have of what B.C.G. can do. 
This consists largely of observations made in hospital 
nurses, who form a particularly suitable group for such 
study, and at the same time constitute a class in much 
greater need of protection against tuberculosis than the 
population as a whole. These nurses were Mantoux-tested 
on entry, and it had been observed that those who were 
negative more often developed tuberculosis during their 
training than those who were originally positive. Immuni- 
zation of negative reactors with B.C.G. reduced the mor- 
bidity in one series from 17.6 to 2.6%. Similar effects 
were. observed in medical students ; and during recent years, 
in spite of the German occupation, other classes have been 
included, the ultimate object being to treat the whole of 
the tuberculin-negative population. One of the drawbacks 
of the method has recently been overcome: an abscess 
is fairly often produged by the subcutaneous injection of 
B.C.G., but the method of multiple puncture of skin to 
which the vaccine has been applied results in a trivial 
papular lesion leaving no scar, and appears also to be 
more effective than either subcutaneous or intracutaneous 
injection. 

By no means all the results obtained with B.C.G. have 
been as conclusive as those in Scandinavia. There is still 
room for argument about the degree and duration of im- 
munity, and the indications for using the method at all. 
But it is unquestionable that this is a method of increasing 
resistance to tuberculous infection which may be valuable 
in certain circumstances, and it is much to our discredit that 
this country has contributed nothing to its study in the 
human field. The submissions in this memorandum are 
that the method is safe, has a considerable degree of 
efficacy, and is relieved of one of its main drawbacks if 
the multiple puncture or scarification technique is used ; 
further, “that there exists in the Tuberculosis Services of 
Great Britain, and among the medical profession generally, 
an active and widespread desire that a reliable supply of 
B.c.G. vaccine should be available here, as it has been for 
years in most other countries of the world.” It is then 
pointed out that a single source of supply is highly desirable, 
and “that the product should have behind it some form 
of official backing: either preparation under direct auspices 
of a Government Department, such as the Ministry, or the 
Medical Research Council, or some form of guarantee or 
certification of the technical methods employed, provided 
by an official department such as the Standards Department 
of the Medical Research Council.” The necessity for these 
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provisions is obvious : a uniform, safe, and active product 
is essential, and its manufacture should be as much a 
Government responsibility as that of smallpox vaccine 
lymph. The stringent precautions required in manufacture 
are detailed: since the vaccine is living neither heat nor 
antiseptics can be used ; and since it must be used within ten 
days of preparation tests of pathogenicity cannot yield their 
results until later. These are required to show not only 
that no virulent bacilli are included, but that the bacillus 
has not undergone a further stage of degradation, resulting 
in failure to produce even a local lesion in the guinea-pig, 
and probably therefore in loss of immunizing power. The 
case for centralizing production under authority seems un- 
answerable. It seems a necessary corollary to official 
recognition that B.C.G. vaccination is worthy of adoption 
in this country, whether as a recognized method of immu- 
nization or for the purpose of further trial. 


THE E.E.G. APPARATUS 


Since the days of Galvani and Volta progress in electro- 
physiology has depended upon advances in electrical 
technique. For over a century the recording of the 
rapidly fluctuating minute potentials in living tissue necessi- 
tated the most sensitive devices. No amplification -was 
available. The early mirror galvanometer, having too great 
inertia, gave place to the capillary electrometer, and that 
in turn to Einthoven’s instrument. With each advance 
the sensitivity of the recording instrument was maintained 
while the inertia decreased, thus enabling the rapid changes 
of electrical potential to be followed more accurately. 
With the advent of the thermionic valve an instrument 
became available capable of detecting electrical fluctuations 
as small as two millionths of a volt and of following them 
faithfully. Even more important is the immense power of 
amplification possible, so that the sensitivity of the record- 
ing instrument is no longer so important. For very rapid 
electrical changes the cathode-ray oscillograph, with its 
inertia-less electron-beam, is an ideal recorder, but perma- 
nent records entail rather costly photography. For clinical 
electro-encephalography (E.E.G.) a permanent trace is 
needed, and, since the spontaneous rhythms of the brain 
are for the most part relatively slow, an _ inertia-less 
recorder is not essential. An electromagnetic oscillograph 
writing an ink trace on moving paper has become the 
accepted technique for clinical purposes. 

These great technical advances might lead us to suppose 
that the detecting and recording problems of the electro- 
physiologist were at an end. But certain inherent diffi- 
culties remain. Just as the microscope cannot be used to 
observe at the same moment the very small and the very 
large, so there are difficulties in the way of recording accu- 
rately the slowest and fastest brain rhythms with the same 
amplifier conditions. For accuracy one or other must 
suffer. The range of frequencies so far studied in the 
human electro-encephalogram (E.E.G.) varies from 1/2 to 
35 c/sec, but there are undoubtedly transients with a much 
faster frequency. It is fortunately possible to devise ampli- 
fiers and ink-writing instruments which give linear recording 
up to 60-70 c/sec. In this way the output is a faithful repro- 


duction of the input, but themanufacture of good apparatus 
capable of maintaining this standard is apparently not 
easy. During the war clinical electro-encephalography was 
carried out in this country-at fewer than a dozen centres, 
an American apparatus being used for the most part. This 
has proved itself to be generally reliable, but since it has 
been built only through the enterprise of its designer no 
large-scale manufacture has resulted. In any event, indi- 
vidual workers in England have shown that it is possible 
to construct apparatus as good, if not better. With the 
return of peace, clinical electro-encephalography will un- 
doubtedly develop, and new departments will be established 
all over the country. The supply of suitable apparatus will 
become an acute problem. Gibbs and Lennox! drew atten- 
tion to this difficulty in 1944. Max and his colleagues” 
expressed their anxiety at the poor performance of badly 
designed apparatus in the U.S.A. There is no doubt 
that inferior apparatus will yield inaccurate results and 
encourage dangerous fallacies. In the anticipation that 
British manufacturers would undertake the production of 
equipment, the Electro-encephalographic Society requested 
the preparation of recommendations for the design and 
performance of apparatus. These recommendations, 
accepted by the Ministry of Health as a basis for the 
development of equipment to be used in hospitals and 
clinics, have now been published by Dawson and Grey 
Walter. The authors emphasize that the performance 
recommended is not an unattained ideal, since such appar- 
atus, both amateur and commercial, has been in existence 
for some time. Even the most inferior equipment will 


produce results of a sort, so that the unwary may be 


deceived by the external glitter and polish into the un- 
critical acceptance of poor performance. Indeed, only 
a thoroughly critical approach on the part of intending 
users of such apparatus will discourage the production of 
inferior and untrustworthy instruments. It is necessary to 
know not only what the apparatus should do but what it 
will not do and what it can do when it goes wrong. The 
warning implicit in this paper is clear, and intending users 
of E.E.G. apparatus should satisfy themselves that the per- 
formance fulfils these criteria. 

In few branches of medicine are the results so easy to 
obtain and so easy to misinterpret as in the field of applied 
electrophysiology. Hitherto rapid advances in knowledge 
have been made by physiologists. Physiological “ neurono- 
graphy’ has become an established technique of neuro- 
anatomy ; the limits set by histological methods for the 
identification of neural connexions have been overcome, 
and the existence of functional relationships within the 
brain become a matter of observation rather than specula- 
tion. Now, with the development of methods of automatic 
frequency analysis,* the vastly complex E.E.G. data related 
to clinical problems of all sorts can be tackled. Dawson 
and Grey Walter® have discussed the scope and limitations: 
of the visual and the automatic methods of analysis. It is 
clear that initially automatic analysis will neither sub- 
stantiate what is already partly known nor provide ready 
answers to what is unknown. Visual analysis selects the 
1 Amer. J. Psychiat., 1944, 150, 154. 

2 Max, W., Wiesner, L., and Bullowa, J. G. M., J. Lab. clin. Med., 1943, 28, 1868. 
3 J. Neurol. Neurosurg. Psychiat., 1945, 3 and 4, 61. 


4 Grey Walter, W., Electronic Engineering, 1943, June, p. 9. 
5 J. Neurol. Psychiat., 1944, 7, 119. 
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MENIERE’S DISEASE AND ALLERGY 


obvious and makes it the familiar, whereas the automatic 
method makes no such human distinctions. By increasing 
the data about which nothing is known because it has been 
ignored, the issues for electro-encephalography will, no 
doubt for some time, be clouded rather than clarified by 
this new method. Certainly clinical work will at first be 
made no easier by it. , 

If it is necessary to urge upon designers and manufac- 
turers the desirability of a thorough understanding of what 
is asked of them, it is equally important for clinicians and 
others entering this field to acquaint themselves with the 
instruments which technology can place in their hands. 
Only a critical approach by all concerned can prevent the 
development of an inferior practice and faulty theory so 
damaging as to retard electro-encephalography for years. 


— | 


MENIERE’S DISEASE AND ALLERGY 


Quincke suggested in 1893! that Méniére’s disease might be 
due to an angioneurotic-oedema-like involvement of the 
internal ear or its nerve supply. In 1923 Duke? pointed 
out that Méniére’s syndrome might be due to allergy, and 
recorded two cases in which attacks eased after withdrawal 
of the causative foods and were reproduced by their re- 
addition. Since then further cases sensitive either to foods 
or to inhalants have come to light. The.total number over 
about a quarter of a century is no more than twenty, some 
of which are true cases of Méniére’s disease, while others 
are doubtful. Thus, allergic reactions of the antigen- 
antibody type must be considered as only exceptional 
causes of the syndrome. 

Williams* has now put forward a new suggestion: that 
Méniére’s disease (he prefers to call it endolymphatic 
hydrops) is the result of physical—or intrinsic—allergy. 
The term physical (intrinsic) allergy, also first intro- 
duced by Duke,‘ implies that the stimulus of physical 
agents, such as heat, light, cold, and trauma, or even 
psychological disturbances, may produce symptoms 
identical with those of the antigen-antibody type of 
allergy. Williams emphasizes that the findings at 
necropsy in all the fourteen cases which have been 
described show that the unvarying pathological picture 
is one of a non-inflammatory distension of the endo- 
lymphatic system. From the intermittent nature of the 
illness it is clear that the pressures within the labyrinth 
must fluctuate. It would be difficult to conceive of such 
a fluctuating extracellular oedema having anything other 
than an allergic aetiology. Granted that two distinct 
physiological mechanisms may express themselves clinic- 
ally in the same way, then the difficulties which have hitherto 
stood in the way of accepting this disease as a type of 
allergy seem to be resolved, according to Williams. The 
mechanism by which Méniére’s disease is precipitated is 
as follows: a physical or emotional stimulus acting through 
the parasympathetic nervous system affects certain cells 
which have an inherited tendency to react in an abnormal 
manner. These cells are disrupted, with the release of 
histamine, a change in the permeability of the cell mem- 
branes, and an alteration of water and electrolyte meta- 
bolism. He cites Muller’s work as the basis of his belief 
that the inherited tendency to physical allergy consists in 
a predisposition to the development of an abnormal capil- 
lary structure and function under certain stresses. Nicotinic 
acid is a vasodilating substance, which presumably acts by 


1 Samml. Klin. Vortrage, 1893, N.F. No. 67. 
2 J. Amer. med. Ass., 1923, 81, 2179. 

3 Proc. Mayo Clin., 1945, 20, 373. 

4 Allergy, Asthma, Hay Fever, etc., St. Louis, 1925, p. 399. 


releasing the contracted “lock muscle” at the beginning of 
the capillary loop, and its use in treatment is in. keeping 
with this concept. The dose is 25 mg., increasing to usually 
100 mg. daily, by hypodermic injection. This is continued 
for a month or more, when an attempt is made to change 
to oral therapy—100 mg. night and morning. Fluid is 
restricted to six glasses of water a day, and 6 g. of potas- 
sium nitrate are taken in divided doses with meals. 

More recently, Williams® has linked together Méniére’s 
disease, vasomotor rhinitis, myalgia, and the vasodilating 
pain syndrome, including all four as the syndrome of 
physical allergy of the head. It is not advisable to define 
the word allergy too rigidly in the present state of our 
knowledge of clinical medicine, but at the same time care 
must be taken that it does not become a cloak for condi- 
tions that are but poorly understood. 


THE BRAIN IN URAEMIA 


Neurological study of cases of uraemia produces much 
which is of interest. The clinical pictures are diverse and 
include manifestations which can be related to all levels 
of the neuraxis, and features which have at times been 
regarded as due both to depression and to exaltation of 
function. A large literature has arisen on the question of 
the histopathological changes in the brain in fatal cases 
of uraemia. J. Knutson and A. B. Baker® have done a 
service in combining a description of their findings of five 
cases with a summary of the earlier contributions on the 
subject. In the acute cases the nervous system may reveal 
but little naked-eye abnormality. Microscopically, how- 
ever, there occurs swelling of neurones with greater or 
less degree of ctiromatolysis and with loss of staining pro- 
perties. There is no characteristic distribution, and in the 
less severe cases diseased cells may be found lying among 
others which are normal in appearance. Where the uraemia 
has been more intense or prolonged the cell destruction 
occurs over wider areas, and the Purkinje cells of the 
cerebellum are particularly affected. Vascular congestion, 
perivascular infiltration, and petechiae may be found 
throughout the grey and white matter. In subacute 
cases (where the illness has lasted a matter of weeks 
or months) the nerve-cell changes are more variable in 
character and more widespread in distribution. Both 
acute and chronic changes can be detected. Focal and 
perivascular demyelination is prominent, especially in the 
white substance. Necrotic foci, sometimes actual cavita- 
tion, may be revealed. Vascular reaction is less intense, 
and there may be a mild glial increase, especially around 
the regions of necrosis. With chronic cases, where the 
illness has lasted many months or years, the lesions are 
parenchymal rather than neuronal. Pyknosis, shrinkage, 
and even disappearance of nerve cells may be detected, 
especially in the cerebellum and brain-stem. Both tissue- 
necroses and demyelination are pronounced, and small 
cavities may occur with thick glial surroundings. Vascular 
changes are not seen. 

Perhaps the most interesting and difficult problem is 
that of pathogenesis. The interesting hypothesis of P. von 
Monakow’ is quoted. Struck by the sudden onset of 
cerebral symptoms in uraemia, the toxic and humoral 
features remaining unaltered, he concluded that there must 
have taken place some abrupt failure of a mechanism 
which had hitherto been protecting the nervous system 
from circulating poisons. This barrier, he believed, resided 
in the choroid plexus, which was capable of putting up 
for a long time a successful resistance. 2 


5 Proc. Mayo Clin., 1946, 21, 58. 
6 Arch. Neurol. Psychiat., Chicago, 1945, 54, 130. 
1 Schweiz. Arch. Neurol. Psychiat., 1923, 13, 515. 
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The nature of the circulating poison in cases of uraemia 
remains a matter of debate. Whether or not a phenol is 
responsible for the cerebral symptoms in uraemia*-!° or 
alterations in the blood potassium level’! is not yet known. 


HOUSING IN THE TROPICS 
Two interesting papers published by the University of 
Queensland deal with housing in tropical and subtropical 
regions. Prof. D. H. K. Lee’? sets out the physiological 
principles which should be taken into account in designing 
dwellings for hot climates, and Langer!* deals with house 
construction and town planning. 

A stable body temperature can be maintained even in 
very warm surroundings, but. Lee remarks that this heat- 
regulation is not achieved without cost. The strain imposed 
on the circulatory and nervous systems, and on the digestive 
tract, is such that the margins of safety are reduced, so 
that other deieterious influences may more readily gain 
an ascendancy. Asthenia and laxity are common among 
dwellers in the Tropics, and they result from a combination 
of prolonged work, bad surroundings, and anxiety or mal- 
nutrition with exposure to heat. Mental instability and 
chronic neurasthenia are said to be due to heat and either 
too much or too littke work combined with bad social con- 
ditions. In very hot environments the capacity for work 
is reduced, but the output of steady labour declines, as a 
defensive reaction, before the maximum capacity for work 
is affected. Of prime importance in the design of houses 
for regions such as Queensland is protection from solar 
radiation. The shade afforded by trees should be utilized 
so far as possible. Clearly, the best protection is obtained 
when the sun’s rays are prevented from reaching the roof. 
Roofs made of bright metal, or treated with metallic paints, 
whitewash, or light-coloured paints reflect much of the 
incident radiation. Well-insulated roofs and walls are 
desirable, and ventilated cavities greatly reduce heat 
transmission through the structure. Windows should be 
restricted to aspects little exposed to the sun. Cooking 
appliances should be designed and arranged so that there 
is no avoidable “wild” heat. Air-conditioning should 
relieve the burden of heat during the hottest periods and 
provide comfortable resting conditions. When nights are 
hot enough to interfere with sleep, the cooling of sleeping 
quarters is of great importance. 

Langer, in his outline of the essentials of a subtropical 
house, advocates three main methods of reducing heat 
indoors : cooling the walls with overhangs, ventilating the 
roof space as well as the rooms below, and the proper 
orientation of the house. Overhanging roofs can do much 
to protect walls from the sun’s rays. Ventilation of the 
roof space by adjustable louvres is recommended, and 
where enough water is available pitched roofs can be 
further cooled by the provision of perforated water-pipes 
for spraying the roof surfaces. While adequate ventilation 
of rooms is necessary, protection is needed not only from 
cold winds in winter but also from the hot winds of 
summer. Large windows, allowing really good natural 
lighting, are favoured. They are productive of less direct 
glare than is experienced when windows are smaller and 
the general level of illumination less. Screens of vegeta- 
tion can be used to protect windows from indirect glare. 
The strain imposed on the housewife by the tropical climate 


8 Dickes, R., Arch. intern. Med., 1942, 69, 446. 

8 Becher, E., Ergebn. ges. Med., 1933, 18, 51. 

10 Mason, M. F., Resnick, H., Minot, A. S., Rainey, I., Pilcher, C., and 
Harrison, T. R., Arch. intern. Med., 1937, 60, 312. 

11 Brown, M. R., Currens, J. H., and Marchand, J. F., J. Amer. med. Ass., 
1944, 124, 545. 

12 Physiological Principles in Tropical Housing, with especial reference to Queens- 
ef Ag a of Queensland Papers, Dept. of Physiology, May 29, 1944 

ol. I, No. 8. 

13 Sub-Tropical Housing. University of Queensland Papers, Faculty of Engineer- 
ing, May 29, 1944, Vol. I, No. 7. 


is aggravated by the lack of domestic help, and Langer lays 
emphasis on the need for planning so as to reduce the 
burden of housework. The kitchen should overlook the 
children’s play area, thus making supervision easier. Stairs 
cause much strain on the housewife, and on that score 
single-story houses are to be preferred. Labour-saving 
principles should be extended to town planning. Shops 
and other communal amenities should be not more than 
ten minutes’ walk from any house. Opportunities for out- 
door recreation are important, and ample provision should 
therefore be made for this in town-planning schemes. 


ABSTRACTS OF WORLD MEDICINE 


Under the above title the first issue of a new monthly 
abstracting journal will be published by the British Medical 
Association in January next year. A second monthly 
journal will appear at the same time under the title 
of Abstracts of World Surgery, Obstetrics, and Gynae- 
cology. The work of these journals, and of other 
abstracting services, will be conducted under the general 
direction of the Editor of the British Medical Journal, and 
the Council of the Association has just appointed 
Dr. G. W. M. Findlay as Editor of Abstracts, and 
Dr. S. S. B. Gilder as Assistant Editor. Dr. Findlay, 
who comes to this new appointment from the Wellcome 
Research Institution, is well known for his researches on 
tropical infections, and is author of Recent Advances in 
Chemotherapy. Dr. Gilder, who as a prisoner-of-war in 
Germany had a varied surgical experience, brings to the 
abstracting service a useful knowledge of severa! foreign 
languages. 

It is hoped to include within the scope of the two 
journals the principal medical periodicals published in 
different parts of the world. The service is inter- 
national. The abstracts will be classified under headings, 
and will, for the most part, be “informative” in nature. 
That is to say, they will be full enough to give the reader 
a clear idea of the contents of the article abstracted. Care- 
ful selection of the articles to be abstracted will, it is 
believed, make the two new monthly journals a trustworthy 
guide through the maze of the multitudinous medical 
periodicals now coming off the world’s printing presses. 
The journals will also contain shorter or “ indicative ” 
abstracts. In addition to the abstracting journals it is 
hoped to provide abstracting sections, or supplements, for 
specialist use. In the first instance these will be at the dis- 
posal of the Editors of the quarterly journals published by 
the B.M.A. It may be possible to extend this service to 
other specialist journals. 

The abstracting journals will continue in an ampler form, 
made possible by peace, the work done by the Bulletin of 
War Medicine during the past five or six years. The 
Bulletin will cease publication next month, and we take 
this opportunity of paying a tribute to those who through 
its medium performed such a valuable service to Medicine 
during the war in exceptionally difficult circumstances. 


Drs. E.G. Murphy and D. Swinscow have been appointed 
sub-editors on the staff of the British Medical Journal. 


At a meeting of county medical officers of health, assistant 
county medical officers of health, and resident staffs of sanatoria 
held at University College, Dublin, on April 13, a society to be 
known as the Irish Tuberculosis Society was formed. Its object 
is the study of tuberculosis in Ireland in all its aspects, and for 
this purpose clinical meetings will be held at various centres. 
Ordinary membership is open to all registered medical practi- 
tioners. Applications for membership should be made to the 
honorary secretary, Irish Tuberculosis Society, The Hospital, 
Newcastle, Co. Wicklow. Annual subscription 10s. 6d. 
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JULY 27, 1946 PSYCHOLOGICAL REACTIONS IN WAR-BLINDED 
“ One of the three, Case 30, subsequently falsified this. The 
the PSYCHOLOGICAL REACTIONS IN WAR- remainder gave evidence of a similar reaction but pf shorter 
the BLINDED duration. Whether the response had been marked, as in the 
LIT or first group, or less severe, as in the second, it was described 
ore quietly and objectively as a thing of the past. The calamitous- 
ing W. M. HARROWES, M.D. ness of loss of vision needs no emphasis—its implications seize 
ops apes at ocr New Saughion Hall Hospital; Honorary the imagination with some force ; and yet in the series the 
nsu National emotional reaction of depression seemed to have been | the 
rey : ar-blinde ordinary human response to loss or bereavement, failing 
Id Loss of vision, it can hardly be disputed, is the most seriously completely to show any long-lasting characteristics of a true 
u disabling sensory deprivation that can befall human beings depressive reaction. Even the tragic predicament of blind- 
On account of the very far-reaching individual reorganization ness apparently did not here mobilize those deep instinctive 
which it calls for, it has always been a topic of such sympathetic mechanisms that produce psychopathological depression. 
interest as to warrant this brief review of 40 cases of war- Such depression as was in fact reported by the men would 
blinded men. seem to come under the heading of reactive “ depressions, which 
hly At the Scottish National Institution for War-blinded. near °° the direct reaction to circumscribed life situations. . 
cal Edinburgh, men who lost their sight in the war of 1939 45 [Reactive depressions} are usually of shorter duration than the 
hly undergo a “ basic ” training consisting of Braille reading, typing, °F constitutionally determined type” (Diethelm, 1936). 
itle shorthand, woodwork, and basket-making—net as oa, ed in All this, of course, was largely retrospective. The emotion 
ae- themselves but as part of a reconstitutive process ; the process, Under discussion was concerned with a static, finite entity, 
her as it is called, of “learning how to be blind.” While basic blindness, which had happened and was unmodifiable, and this 
ral training is going on attempts are made to discover indications S¢emed to be the attitude of the subjects. This, however, was 
ind in each man for types of future occupation. The intention and in a proportion of the cases not an end-point, and as investiga- 
ted programme is to reintegrate the blinded man into society as a tion proceeded three reaction types were seen rather clearly 
va functioning unit and to avoid segregation and over-protection. defined. 
The case material under review here ha Si 
ay, present, of 40 men aged from 22 to 38. Seeder wine Late Reactions to Loss of:Vislon: (A) With Tension 
me range of occupations consisting of accountants, bakers, brick- This reaction made its appearance objectively and subjec- 
on layers, butchers, clerks, cooks, joiners, labourers, mechanics, ively. Objectively, these subjects showed various behaviour 
in miners, motor drivers, painters, plasterers, plumbers, police- disorders in connexion with the basic training, such as undue 
in men, quarrymen, roundsmen, saddlers, stokers, tramway ‘!owness in Jearning—possibly the expression of resistance, for 
the conductors, and upholsterers. no retardation was apparent—querulous fault-finding, unco- 
ign As part of a general scrutiny of the patients, psychiatric QPerativeness of various kinds, and insistence on the immediate 
examination was carried out in order that as full an understand- finding of a future career or occupation with rejection of all 
ing as possible might be gained of each man and his setting suggestions. 
nad as a whole, and any possible resulting guidance obtained. The Subjectively, there were complaints of various kinds quite 
= scheme followed was essentially along the lines of Adolf consonant with the objective behaviour. In the interests of 
ler- Meyer’s personality study, and certain features were noticed brevity and space, one typical case is quoted. 
gs, with sufficient consistency to justify their mention as reactions Case 21.—This patient was a man aged 38, formerly a cashier. 
Ire. to a special variety of trauma and as a contribution to the He has no vision. Objectively, although an office worker, he was 
der study of emotional responses generally. particularly slow at Braiile typing and shorthand, and worked 
re- unwillingly at handcrafts. At an interview he described little shock 
: Early Reaction to Loss of Vision over the actual loss of vision, but showed great concern about his 
wd met future occupation, No suggestions for a career satisfied him, and 
thy _As_a preliminary, each man was asked how he came to be he dismissed them all as “charity” or as jobs that a child could 
cal disabled, and it was at once noted that definite and elaborate do. His facial expression was one of strain and worry. He said 
my details were willingly supplied without any evidence that the that he felt strung up and restless. He showed restlessness and 
eer recital caused distress of mind. Nor was this due to any defect irritability during interview. It was significant that the only sugges- 
7 in emotional facial play in the blind, as later became apparent. tions he made for occupation were such things as could in fact 
” It was then not difficult, without running an undue risk of & done only by a sighted person and involved a good deal of 
for wounding the subject’s feelings, to insert a query as to the mina 
lis- actual reaction to loss of vision. Here there was no definite- Cases 3, 6, 7, 8, 9, 13, 20, 23, 28, 30, 32, 35, and 37 all showed 
by ness of recall ; the answers were vague, indifferent, and objec- similar reactions, with such additional symptoms as refusing 
to tive. Such replies were made as: “It got me down for a bit, occupation on the basis of a rationalized fear of failure, rest- 
but I got over it”; “ There’s no use crying about it”; “I lessness and discomfort when not moving about, “ strung- 
‘m, knew I'd got it, and I could do nothing about it”; “It was upness,” constant restlessness at interview, over-concern about 
of just a case of my own guts.” The most articulate and probably — unrelated and unimportant details of the life situation, nervous- 
he the most intelligent of the series, Case 40, with evident amuse- ness, and poor sleep with relaxation only towards morning. 
he ment said: “ There was a week when I was like a bull in a There was no association between the exhibition of these 
_ china shop and fair mad, especially if anybody sympathized symptoms and the description of initial depression, as a glance 
igh with me. Then it was all over, and I was only interested in at the case numbers will show. Nor, more important, could 
ine overcoming it” (i.e., the handicap of total blindness). This the symptoms be related to simple concern for the future, since 
man showed an overcompensatory reaction. Case 30, showing marked symptoms, was going back to an 
All the cases revealed in this way an apparent retrospective interesting post with his pre-war employers and with his pay 
ted flattening out of an emotion which must inevitably have been and prospects unchanged. Attempts to relate the condition to 
considerable, but this apparency was -modified by further personality traits were inconclusive. ‘ 
=m inquiry. Cases 3 and 20 spontaneously declared that at the This reaction is obviously one of tension, and as such is 
cal time when they found they had lost their sight they wished within the subjective life experience of almost everyone as a 
ant they had been killed. This feeling persisted for, apparently, reaction to inevitably arising situations of frustration and 
— about eight to ten weeks. Cases 9, 10, 11, 13, 18, 26, 27, 28, indecision. Its chief interest is that it shares with anxiety 
be 30, 33,and 40 all described a period of clear-cut distress of mind, some mobilization of vasovegetative mechanisms, but to a 
ject hopelessness, misery, and sense of loss characterized by them lesser degree and without the acuteness and “attack” of 
for as depression, for this was the word they used. They all anxiety. To be noted also, probably, is the generally held 
org wished to make it clear that this period of depression was over view that anxiety, while reactive to some extent, really has to 
cul- and that it had disappeared by a process of “ wearing off.” depend for its production on an inherent constitutional tendency 
the Only three of the men ascribed any specific benefit to any towards special types of imagery connected with anticipation 
tal, external agency, and they said that association with other and a special type of vasovegetative responsiveness, and on 


blinded men who were getting on well had “ cheered them up.” 


the involvement of deep instinctive factors. 
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Security of the future played no real part in modifying the 
tension these cases showed ; but emphasis was repeatedly laid 
by the subjects on mobility, and the inference seemed unavoid- 
able that an important factor in the production of tension was 
the enforced relative immobility and helplessness of the sight- 
less, which prevented it from being drafted off, as is so naturally 
done with the passing tensions of everyday life that are pro- 
duced by transitory “ impasse” or dilemma situations. 

Watson’s now classical demonstration of anger as the funda- 
mental reaction to limitation of movement was interestingly 
illustrated. With the tension was seen, as is always the case, 
some angry irritability, and this found a peculiar target, for 
many of the men, in the persons of the one-eyed among their 
number. Towards these the sightless men showed jealousy and 
anger, and complained that they had no right to consideration— 
a new view of the proverb “In the country of the blind the 
one-eyed man is king.” 

As with the transitory and apparently non-pathologic depres- 
sive reaction to loss of vision, so also the later reactions in this 
group of 35% of the cases at first seem to consist of non- 
pathologic tension. It is striking, however, to read Muncie’s 
(1934, 1939) description of tension depression, which might well 
have been specifically written of this group of cases: “In 
tension depression there are the outward manifestations of 
tension and, to a less obvious degree, of depression. Tension 
is expressed in a constant urge to restless strenuosity, chafing 
at restriction, and in an inability to submit to the collabora- 


tion necessary to therapy; a great demand for immediate. 


results. . . . The unwary physician is in danger of minimizing 
the depression, to the patient’s own detriment. ... The 
reaction occurs in young adults who do not know how to 
adapt themselves to the exigencies of the difficult situation 
producing the reaction: commonly an unpleasant dilemma. . . . 
The reaction is likely to be prolonged.” 

These words, so accurately descriptive, show how, under- 
neath an apparently rather everyday reaction to a grievous loss, 
there may well be a body of distress unclearly seen. Even 
Muncie’s estimate of duration seems accurate. Case 21 lost 
his sight over four years ago and is still tense. 

To sum up, the rather striking fact emerges that 35% of a 
group of 40 blinded men have developed a classical tension 
depression and that no other variety of depressive reaction was 
seen, thus showing the specificity of tension for certain types 
of situation and opening up again the question of reactivity 
generally. 

(B) Overcompensation 

Case 40 was the only clear-cut example of this. He was a 
man of high intelligence who was seen privately because he 
had cut himself off from any organization for the blind. He 
said he did not want to live in the country of the blind. He 
came carrying an ebony walking-stick in contempt of the white 
cane carried, very usefully, by sightless people. He caricatured, 
very accurately and cleverly, the posture and manner of blinded 
people and showed how differently he comported himself. He 
had gone, alone, to an engineering works, had been kindly 
received by the management, and had in front of them pro- 
duced 50% of the maximum output on a precision lathe which 
he had never “seen” before. This was confirmed. He did 
at least one delicate assembly job better than a sighted worker 
could. He said that a major proportion, not a minor propor- 
tion, of jobs in an engineering shop could be done by sightless 
people. He declared he was just as safe as a sighted person 
at unguarded machinery—manifestly incorrect. He was active, 
pushing, driving, always on the move, full of plans and 
missionary ideas, and quite unable tg understand that his 
abilities were far in excess of the average. The mood was 
stable ; there was no suggestion of any morbid excitement. 
His whole personality was enthusiastically absorbed in defeat- 
ing his handicap. One can only speculate as to how this 
reaction will go on. 


(C) Re-stabilization 


This group accounts for the remainder of the cases. It is 
impossible to convey adequately in words the marked difference 
in type of rapport experienced in talking to this section of the 
case material, due, of course, to the absence of tension and to 
the real re-stabilization. One typical example may suffice. 


Case 5.—A single man of 32, by trade a baker, was totally 
blinded by a grenade in the action at Imphal in May, 1944. 
Unaided, he crawled away, was found, and was ultimately flown 
home He said he knew at once that his sight was gone, and had 
to keep a grip of himself for “a little.” The mood was stable, 
and the content of thought was a modestly depreciatory account of 
his slowness at the basic training, especially Braille. It was ascer- 
tained objectively later that he was in fact a persevering worker 
who was making good progress. He expressed great satisfaction 
with his surroundings, with the organization, and with the train- 
ing. He said he knew his range of occupation depended on how 
well he mastered his training, which he was trying to. do while 
awaiting developments. 


This reaction of patient endeavour, the reaction of the majority 
of the cases, is evidently a true re-establishment of an emotional 
balance, and an example of how far personality reorganization 
can go. It seems to give a special meaning to that last line of 
blind John Milton, written on his blindness: “ They also serve 
who only stand and wait.” 
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LONDON AND COUNTIES MEDICAL PROTECTION 
SOCIETY 


The annual general meeting of the London and Counties 
Medical Protection Society was held at Victory House, Leicester 
Square, on July 3. Sir Ernest Rock Carling, the president, said 
that the Society had had a successful year, with the election of 
over 1,000 new members. The secretary, Dr. R. W. Durand, 
had returned from service in the Royal Air Force, and, the 
work of the office having been reorganized, he was engaged in 
giving lectures at medical and dental schools, attending, at the 
instance of the council, court proceedings which might be of 
interest to the Society, and was also available for interviewing 
members who had complaints or difficulties. The joint com- 
mittee representing the Society, together with the Medical 
Defence Union and the Medical and Dental Defence Union of 
Scotland, had worked out a number of recommendations for 
the reform of the General Medical Council, and these had 
already been submitted to that body (Journal, July 6, p. 21). 


Sir Ernest Rock Carling went on to say that many people were 
wondering whether impending legislation, with the incorporation of 
medical men in a State service, would have any effect upon the work 
of a defence society. He could not believe that it would result in 
any diminution in the number of disputes likely to arise, and he 
felt quite sure that the number of complaints against medical men 
before regional boards and perhaps before the Ministry of Health 
would be considerable. On the occasion of this annual meeting it 
was customary for the president to remark on various defaults by 
some members of the profession which caused trouble to the Society, 
but he would mention only one—the frequent failure of medical 
men to keep records. Over and over again difficulties arose in cases 
which came to the Society’s attention because complete and precise 
records had not been kept. A case unsupported by documentary 
evidence was very likely to go down under clever cross-examination. 

The financial report, presented by Mr. W. M. Mollison, the 
treasurer, showed an excess of income over expenditure of nearly 
£6,000, and accumulated funds to the amount of £112,000. 

The annual report, which was adopted at the meeting, was in its 
pre-war form and contained notes on some of the more important 
and interesting cases undertaken by the Society during the years 
1939-45. It stated that the public is becoming increasingly litigious 
and tends to complain to the “ authorities”’ regarding the work 
of practitioners, apart altogether from legal actions, more than it did 
before the war. An impression, the report said, exists among certain 
practitioners who are in the whole-time employment of local 
authorities or hospitals that there is no need for them to be mem- 
bers of a protection society because their employers will defend 
and indemnify them against any actions. This is a misapprehension, 
and there is even greater misapprehension on the part of those in 
the Forces that by reason of their service they are immune from 
legal process. The manual of law of each Service states quite 
clearly that an individual by reason of his service is neither deprived 
of his civil rights nor freed from his civil obligations, and those in 
the Services are liable to have actions brought against them on 
account of their professional work. 

The officers and retiring members of Council were all re-elected. 
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AN OUTBREAK OF INFECTION DUE TO 
SALM. TYPHI-MURIUM 


BY 
F. E. CAMPS, M.D. 


In view of the possibility of similar outbreaks of infection it 
is felt that a short preliminary description of this epidemic is 
justified at this stage, although the investigation is not yet 
complete in full detail. 


On Thursday, July 4, three cases of acute gastro-enteritis 
were notified in the Witham Urban District. There were a 
further twelve cases on the Friday, and a large number of 
cases on the Saturday, Sunday, and Monday, giving the classical 
picture of an explosive outbreak. 


Clinical Findings 


The clinical picture of the disease was constant. Headache 
was a prominent early symptom, and pyrexia was also present. 
At the onset there was intermittent epigastric pain, associated 
with nausea or vomiting, and followed some two to three hours 
later by diarrhoea. This would last in severe cases -for as long 
as three days or more, and be accompanied by prostration. In 
milder cases the pain might resemble that of a dyspepsia and 
be followed by a few loose bowel actions. The presence of 
blood was more common in children than in adults. In many 
of the mild cases a more severe recurrence appeared seven days 
after the primary symptoms. 

Information was difficult to obtain in the early stages of the 
epidemic. Only the more severe cases were notified, while 
those patients with mild attacks were regarded as suffering from 
merely the usual upsets which are liable to occur at this time 
of the year. Many of those affected did not seek medical advice 
at all. A further complication lay in the fact that many practi- 
tioners did not know that such cases can be notified, and for 
these reasons the existence of an epidemic was not realized 
in some districts until it had been present for a considerable 
time. In Witham, however, its presence was rapidly appre- 
ciated, owing to the fact that all the local doctors are in part- 
nership, and one of them is the acting Medical Officer of 
Health. 

An analysis of all the available data as to food consumed 
by the infected persons showed the only common factor to 
be the meat supply. The slaughter-house distributing meat was 
in Witham itself, and this rendered the investigation consider- 
ably easier. The raw meat ration for the infected area and 
also tinned meat were supplied by this slaughter-house to the 
retail butchers. 


Bacteriological Investigation 


Bacteriological investigation of the faeces of those infected 
showed Salmonella typhi-murium in all specimens. Cases were 
soon identified among the employees of the retail meat distri- 
butors, and, as was to be expected, secondary cases rapidly 
arose from this source. Although the exact origin of the infec- 
tion is still under investigation, certain possible sources of 
spread have been identified. Measures for the control of the 
epidemic have been based upon this data. 

The tinned meat was found to be uninfected in the tins but 
to be infected in the butcher’s shop. As the distribution was 
from a common source, the raw meat appears to have been 
the infectious agent. Raw meat, however, would be cooked 
before consumption, and although it is recognized that cooking 
does not always destroy this organism, it seems unlikely that 
inadequate cooking could have been the cause of so many cases. 
It seems more probable that the spread was due to contamina- 
tion of the tinned meat, after opening, by the raw meat. This 
could have followed contact on the butcher's slabs, infection 
of the slabs themselves, infection of the knives, cleavers, and 
other cutting instruments, infection of the workers’ hands, and 
contact in parcelling. It seems likely that all these factors 
played a part. At the same time, once the retail distributors 
became infected themselves they would be in a position to 
re-infect further cooked food. 


Control therefore took the form of: 


1. Removing any source of infection from the slaughter-house. 

2. Cleaning of all slabs, containers, and knives in the retail 
establishments. 

3. Tightening up generaily the hygiene of food-handlers, with stress 
on the desirability of careful washing of the hands, particularly 
after. using the w.c. 

4. Circularization of all retailers on the importance of early 
recognition of symptoms among their workers, and of cessation of 
work by all doubtful cases or contacts. 

5. A recommendation that cooked meat should be packed inde- 
pendently of raw meat. 

6. Circularization of medical practitioners informing them about 
the epidemic, and about the measures being taken, together with a 
request for their co-operation, particularly with regard to notification. 


As a result of these measures, the number of cases appears to 
have abated, although secondary cases may be expected to 
continue. Full appreciation should be recorded of the efforts 
of Dr. T. G. Benjamin and Dr. J. G. Denholme of Witham, 
and of the work done by Mr. E. Wadhams, the sanitary 
inspector. Dr. Ross Mackenzie, pathologist at the Essex 
County Hospital, Black Notley, was responsible for all the 
bacteriological investigations. Dr. W. A. Bullough, County 
Medical Officer of Health, placed the full resources of his 
department at our disposal. 


Two Important Points 


This outbreak of food-poisoning due to an organism of 
the Salmonella group involved a combination of circumstances 
the most important of which was the presence of the organism 
at a central point for food distribution during a spell of hot 
weather. Nevertheless, it once again draws attention to certain 
basic principles of hygiene. 

Advice about washing the hands after using the w.c. is 
often repeated but rarely heeded. The risk of infection of 
cooked food by assistants in the distributing shops should be 
negligible if this elementary precaution is carried out ; and this 
also applies to case-to-case infection in private houses. 

Countless investigations have shown this route to be the 
source of infection in similar outbreaks. Yet it appears that 
the public still do not appreciate this very real danger. In 
some schools notices are posted on the lavatory doors remind- 
ing the users to wash their hands. If the public generally could 
be fully educated on this point, gastro-intestinal infections, 
which are becoming more and more prevalent, could be 
considerably curtailed. 

Fortunately, up till now most of these outbreaks have been 
mild, from a clinical point of view, but this has led to the 
acceptance of attacks of diarrhoea as being quite an ordinary 
event. Patients fail to seek medical advice, and practitioners 
fail to notify such cases as they do come across. It is not 
generally realized that attacks of this kind associated with food 
are notifiable under the Food and Drugs Act. There is a real 
danger in this attitude of mind on the part of both patients and 
doctors. Once an outbreak is allowed to gain momentum it is 
almost impossible to control it, whereas if it is caught early it 
can often be cut short. It should be appreciated that all such 
outbreaks are not necessarily mild clinically, and an uncon- 
trolled epidemic of a more serious nature might well be a 
major catastrophe. : 


The work of the Red Cross and St. John Hospital Library, which 
during the war distributed more than four million books to Service 
patients, has been reorganized for peace-time work as a department 
of St. John and Red Cross. It has now moved to new headquarters, 
40, William IV Street, Trafalgar Square, W.C.2, and is extending 
and developing its activities in all Service hospitals, both at home 
and over-seas, and in civilian hospitals, and kindred institutions in 
Engiand, Wales, and Northern Ireland. While the hospital library 
department will continue to provide books by direct gift to form 
the nucleus of any new hospital library or to restock any existing 
one, a special feature will be the loan libraries. These will provide 
an individual service for patients requiring special technical, foreign, 
or books difficult to obtain. One of these technical libraries will 
be solely available for tuberculous patients in sanatoria, and the 
books will be kept in a room apart from other books and will go 
only to and from the sanatoria. ‘ 
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WORK OF THE LISTER INSTITUTE 

Nutritive Value of Different Food Proteins 
The report for 1946 of the Governing Body of the Lister 
Institute contains an account of some continued work by 
Dr. Harriette Chick and Mr. E. B. Slack at Cambridge on the 
growth-promoting value of wheat proteins for young rats. ~ This 
work has been extended in view of the changes introduced in 
the percentage of wheat grain in national flour. A set of tests 
made with flours of respectively 70, 80, 85, and 100% extrac- 
tion, milled from the same grist, confirm previous results in 
showing a progressive increase in growth-promoting value for 
young rats of the proteins of these flours. The analysis at the 
end of the trials showed that the proportion of ingested nitrogen 
finally incorporated in the animals’ tissues was increased from 
23% to 27% as the degree of extraction of flour was raised 
from 70% to 100%. 

The superior nutritive value of whole-wheat-flour proteins 
over those in white flour led to the study of all the proteins in 
the outer coat of the grain, more especially in the aleurone 
layer, which, in ordinary milling, is separated with the bran 
and contains about 16% of the total protein of the grain. The 
nutritive value of a diet containing white flour as the protein 
source was compared with a similar diet in which one-fifth of 
this flour was replaced by bran. The result showed an ad- 
vantage of about 25% in the utilization for growth of the 
nitrogen in the mixture containing bran, although the bran 
lowered the coefficient of its digestibility. ig: 

Work has also been carried out by the Institute on the milk 
substitutes used in infant feeding. Biological tests with newly 
weaned rats were made, at the request of U.N.R.R.A., on the 
nutritive value of the proteins in a series of “ Maltavena ” emer- 
gency baby foods, designed to replace milk where milk may 
be unobtainable or in short supply. The common ingredient is 
an extract of malted barley, which provides about one-third of 
the total nitrogen, the remaining two-thirds being derived from 
wheat flour and skim milk powder, and the total amount of 
protein so arranged as to be about equal to that in human milk. 
The proteins in foods containing wheat flour and skim milk 
powder (as well as in another food containing wheat flour and 
dried human serum) were much inferior in value to those of 
the milk in the standard diet, but those in a food containing 
soya flour had a value only very slightly inferior to that of 
milk proteins. This result is presumably due to the effect of 
the supplementary action of the proteins contained in the dif- 
ferent foods (malt extract, wheat flour, soya flour) included. 
In addition, the soya preparations provided a useful amount of 
fat and an adequate supply of B vitamins. These milk- 
substitute baby foods would, however, need supplementing 
with vitamins A and D. A report is given on the work of the 
unit for the preparation of plasma and plasma products ad- 
ministered by the Medical Research Council on behalf of the 
Ministry of Health. The filtration of large pools of human 
plasma from hundreds of donors—the original method of 
operation—has been discontinued, and unfiltered plasma for 
transfusion is now distributed for drying from pools consisting 
of plasma from only ten donors. Experiments are in progress 
for determining the effect on liquid and dried plasma of storage 
under various conditions. Another investigation concerns the 
possibility of delaying the absorption of penicillin by incor- 
porating it in fibrinogen products. The Army authorities have 
presented to the Institute, on long loan, the human-plasma 
drying-plant used by them during the war. Part of this plant 
is being erected for the purpose of drying human plasma for 
civilian needs. 

Other studies which have been (or in most cases are being) 
undertaken by the staff of the Institute include the investigation 
of certain types of serum antibody described as incomplete, im- 
mature, or univalent ; the distribution of lecithin in muscle, by 
separation of various fractions and determination of the lipoid 
constituents ; the morphological, and particularly the cytologi- 
cal, characters of the group of myxococci ; the cardiac hyper- 
trophy produced by arterio-venous anastomosis; the search 
for a test to detect the presence of pyrogens and other reacting 
substances in transfusion material; the chemical changes in 
ischaemic muscle ; the isolation of the specific blood group O 
substance (antigenic when given intravenously to rabbits and 
inducing the formation of potent and useful anti-O sera which 


have been employed in the examination of A, B and O erythro- 
cytes); the breakdown of fibrinogen under the influence of 
serum protease ; the mutual reaction of tetanus toxin and anti- 
toxin, and many other studies in the fields of pathology, bio- 
chemistry, and biophysics. Much work has been done on 
nicotinamide and related compounds, including an investigation 
to decide which species of bacteria are most concerned with the 
nicotinamide supply by the ‘intestinal flora of man, and how 
variation in diet and administration of drugs affect the com- 
position of the flora as well as the urinary elimination of 
nicotinamide methochloride. j 

All members of the Institute staff, with two exceptions, have 
evacuated their wartime home at Cambridge and have returned 
to the Institute. The report, which is signed by Sir Henry 
Dale, the chairman of the Governing Body, records appre- 
ciation of the continued collaboration of the Institute with the 
Medical Research Council. 


FUTURE OF THE KING’S FUND 


The possible effect upon hospitals of the National Health 
Service Bill was the principal topic at the meeting of the general 
council of King Edward’s Hospital Fund for London, held at 
St. James’s Palace. The Speaker of the House of Commons, 
Col. Clifton Brown, presided. He pointed out that the King’s 
Fund was not immediately affected by the Bill, but it was 


obvious that the Fund would have to take account of the vast — 


changes impending in the hospital system. The fact that, after 
the appointed day, the Minister. would assume responsibility for 
the ordinary expenditure of the hospitals would set free a large 
proportion of the income of the Fund for purposes other than 
those to which it had been for the most part devoted in the past. 
He reminded the meeting that the King’s Fund had never been 
confined to financial support alone ; it had always taken a deep 
interest in the efficiency of the hospital services, and the Act 
of 1907 by which it was governed was in wide terms, allowing 
for the expansion of activities in which the Fund even at that 
date was already engaged. It seemed clear that the way would 
be open to the Fund to use its resources to promote progress 
in all those many directions which lay outside the immediate 
purview of a State hospital service. 

The effect of the Bill upon individual voluntary hospitals, 
said the Speaker, was regarded with anxiety, but some minds 
would be relieved by the Minister’s declared intention to pre- 
serve a measure of freedom and independence throughout the 
new organization and also by the provision for hospital 
management committees to have free money to use for purposes 
outside the State-provided service. The hospital endowments 
fund, representing the common pool in which endowments and 
other funds now held by hospitals (other than teaching hos- 
pitals) would be put, was to be distributed to the various 
regional boards, and through them to the hospital management 
committees, and it was understood that those commitiees, 
which might control a number of hospitals in an area, would 
be able to accept and use gifts of money from outside sources. 
“ This ‘ free’ money will be of great importance to the hospitals 
as it will prevent the strangling effect of reliance on the State 
for the whole of the income, with the rules and regulations that 
must govern such expenditure, while it will still be possible for 
the public to express in concrete form their goodwill and 
confidence in the hospital services.” 

Coming events do not seem as yet to be reflected in finan- 
cial deficiency. It was reported by the treasurer, Sir Edward 
Peacock, that the income of the Fund for 1945 had been well 
maintained. Excluding legacies, the general receipts were 
£324,095, over £20,000 more than in the previous year. General 
legacies amounted to £140,615, an increase of £90,000, and a 
further instalment of £75,000 was received from the Nuffield 
Trust for special areas. Ordinary distributions for 1945 
amounted to £302,500, together with provision for two special 
grants of £10,000 each. 

Reports were presented by Sir Ernest Rock Carling for the 
Radium Committee, which has maintained the services of the 
radium pool and the consultant panel of physicists; by 
Dr. Morley Fletcher for the Nursing Recruitment Committee, 
which has continued its policy of seeking to augment and assist 
the recruitment work of individual hospitals ; by Sir Hugh Lett 
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for the Diet Committee, and by Sir Harold Wernher for the 
Emergency Bed Service Committee. 

Sir Alfred Webb-Johnson, P.R.C.S., said that many had held 
the view that a change of ownership of hospitals was un- 
necessary in order to achieve an integrated hospital service for 
the nation; but if Parliament decided otherwise they must 
bend their efforts to ensure that under a State service the atmo- 
sphere of freedom in which so much had been done for the 
advancement of medical science was preserved. i 

“We are fortunate in having a Minister of Health who, although 
he is determined to carry through bold and revolutionary changes, 
is ready and anxious to discuss the dangers of such proceedings and 
how to avoid them. He realizes that safeguards are necessary, and 
has undertaken to propose amendments on the report stage of the 
Bill which will give a greater measure of freedom to hospital 
management committees.” 


FOOD AND MATERNITY AND CHILD WELFARE 


The annual general meeting of the National Baby Welfare 
Council, which was held at St. Pancras Town Hall on May 21, 
was addressed by Dr. Edith Summerskill, M.P., Parliamentary 
Secretary to the Ministry of Food, who announced that she was 
leaving for the United States next day as a delegate to the 
Food and Agricultural Committee, which was an offshoot of 
the United Nations Organization. She felt that this form of 


- international social service on nutrition was essential. 


Dr. Summerskill said that for twenty years she had been a prac- 
tising doctor, and for twenty years she had prescribed medicine, 
sometimes even for babies, but she felt that her work now was in 
the field of social medicine. In taking on her post in the Ministry 
of Food she had made her special task the provision of adequate 
food supplies for children. Even in these difficult times babies 
would and could be adequately fed. Immense strides had been made 
in this respect since the earlier European war, and there had come 
about a general realization that in the past not cnough attention 
had been paid to the proper feeding of children and expectant 
mothers, and that they must be better looked after in the future. 

The Ministry of Food, which began as a purely wartime expedient, 
would now be permanent. While rationing continued, children’s diet 
wouid need to be reinforced with milk and with vitamins as it was 
during the war, and the expectant mother must have additions to 
her basic food supply. It was a sad fact that before the war 30% 
of the babies in this country were bottle-fed, owing in a great 
measure to the mother getting up too soon and losing the milk. 
Therefore the care of nursing mothers was an important factor, as 
well as extra rations and queue priority. Family allowances 
(Dr. Summerskill continued) were to begin this year; also, from 
July 21 next, priority milk would be at 14d. a pint instead of 2d., 
and cod-liver oil and orange juice wouid be at reduced prices. 
These two facts put this country in the forefront in baby welfare. 
Despite war conditions there had been no serious epidemics ; the 
infant mortality rate had steadily dropped, and rickets, sometimes 
called the “ English disease,’’ was much reduced owing to the atten- 
tion paid to maternal and infant dietetics. The education of mothers 
on the proper balancing of the diet was of the utmost necessity. 
She added that the extra milk scheme was entirely successful and 
on the whole it had not been abused. The way in which vitamins 
had been taken up was less encouraging. ; ; 

In reply to questions from the audience Dr. Summerskill said 
that the provision of milk for school-children during holidays was 
a great administrative problem. It was not merely a question of 
delivering milk to the children’s homes instead of to the schools, 
for it had to be remembered that a large number of children were 
away during the holidays and the distribution would be extremely 
complicated. Chiidren who were at home had been invited to go 
to get the milk, but it was surprising in how few cases this had 
been done. It was possible that dried milk might be distributed to 
the parents. She added a word of sympathy with the teachers, who 
had so many additional duties thrust upon them in connexion with 
the service of food as to interfere with their teaching duties proper. 

Lord Forrester, chairman of the council, said that he had lately 
visited many countries in Europe, as well as South Africa, Australia, 
and New Zealand, and he had found almost everywhere a new 
realization of responsibility towards children. He hoped that the 
National Baby Welfare Council would be able to send a mission of 
goodwill to Europe, with the offer of help, advice, and skilled 
assistance. 

Dr. D. H. Geffen, chairman of the Executive Committee, in report- 
ing on the year’s work, said that the Council had restarted a series 
of competitions, one of which had been directed to ascertaining 
the views of housewives on housing. Exceedingly few women 
showed any desire for communal living, practically all preferring 
an individual home of their own. 


EPSOM COLLEGE 


At the 93rd annual general meeting of the Governors of Epsom 
College, held on July 5, Mr. Douglas C. Bartley, chairman of the 
Council, presided in the absence of the President, Lord Leverhulme, 
who was in America. He referred to the raising of the school 
fees, a matter over which the Council had taken a great deal of 
trouble before ultimately deciding to raise them as follows: Sons 
of medical men: £170 p.a. for boarders, £65 p.a. for day-boys ; 
sons of registered dental surgeons: £175 p.a. for boarders, £70 p.a. 
for day-boys; other boys: £180 p.a. for boarders, £75 p.a. for 
day-boys. To show the spirit prevailing at Epsom between the 
parents and the College, he mentioned that though parents of boys 
already in the school were not legally bound to pay the increased 
fees, 90% of those parents agreed voluntarily to do so. Further- 
more, out of the 10% who did not do so, 9% were parents who 
simply could not afford to pay the increased rate. In moving the 
adoption of the report, the Chairman referred to the loss sustained 
by the death of Mr. T. Hollis Walker, K.C., an Old Epsomian and 
vice-president, who served on the Council for 24 years, during which 
time his wide legal knowledge and experience had been freely placed 
at the service of the College. On the motion of Dr. Haroid Spitia, 
vice-chairman of the Council, the Governors unanimously elected 
Surgeon Vice-Admural Sir Reginald Bond, ERCP. FRACS... 
a Vice-President of the College as some slight token of gratitude 
for the valuable services he had rendered as Treasurer during the 
difficult war years. 


Reports of Societies 


PROGRESS IN UROLOGY 


An address entitled “ Urological Reflections ” was given to the 
Section of Urology of the Royal Society of Medicine on June 
27 by Sir HENRY Wape, of Edinburgh. In tracing the progress 
of urology during his own career he said that when he was a 
surgical youngster urology occupied a very humble seat at the 
banquet, but to-day it had a well-earned place at the high 
table. Methods of diagnosis in urology were now so exact, so 
perfect, that at the end of an examination the urologist did 
not express an opinion, he stated a fact, which almost invariably 
proved correct. 

Many things accounted for this rise to pre-eminence: the 
physicist had given urology x rays; the chemist, pyelographic 
media ; the biochemist had made excretion urography possible ; 
the bacteriologist and the clinical pathologist had assisted in 
diagnosis and treatment. When he was a student the diagnostic 
methods were almost entirely clinical. In renal surgery diag- 
nostic incision was considered justifiable, not only exposing the 
kidney but cutting its substance. One in three of the kidneys 
so exposed revealed no visible disease. In speaking of the 
introduction of new methods he expressed the view that excre- 
tion urography, a most valuable method in the hands of the 
skilled urologist, had on the whole done more harm than good, 
for, like a modern operation, its value must not be judged by 
the cases treated by the expert, but by the results in the hands 
of the common surgeon. “I suppose there is not one of us 
who has not seen this method of excretion urography used to 
delineate a renal tumour or similar disease, oblivious of the fact 
that the alleged deformity of the contour that is seen in the 
photograph is the result of the photographing of a running 
stream which varies from moment to moment like a Highland 
burn in spate.” 

The determination of renal function by the physician was 
most commonly made by carrying out a urea concentration test 
or similar method. In his own experience the simpler method 
of blood examination, in which the blood urea was estimated 
and the urea nitrogen or non-protein nitrogen and creatinine 
determined, had proved a most valuable diagnostic aid. A 
method, however, which he would put first of all, and which 
many younger urologists were liable to overlook, was the 
examination of the patient’s tongue. 

In speaking of treatment Sir Henry Wade gave some interest- 
ing recollections of his experience as a civil surgeon in the 
South African war and later as conservator of the museum 
of the Royal College of Surgeons of Edinburgh. For two years 
he was pathologist to the Royal Infirmary and carried out all 
the post-mortem examinations done on surgical cases. In cer- 
tain of these the operation of prostatectomy had been done, 
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and he was interested to observe how frequently there was a 
pronounced degree of hydronephrosis, and how sometimes the 
renal secreting tissue was reduced to a thin membrane covering 
bags of water. He found on analysing 50 specimens presented 
to the museum as illustrating simple prostatic hypertrophy that 
10%, unknown to the operator, were the site of carcinoma. If 
the case was one of simple hypertrophy the conditions were 
ideal for treatment by suprapubic enucleation, an operation 
which was then being popularized by Freyer, but in prostatic 
carcinoma or interstitial prostatitis an attempt at enucleation 
from above might be attended by serious consequences. At 
this period the mortality attending the operative treatment for 
prostatic enlargement was extremely high ; even down to 1920 
in one “Raa: with which he had been associated it amounted 
to 25%. 

Sir Henry Wade then went on to describe the work of Hugh 
Young, of Baltimore. When he went to the U.S.A. in 1920 
the operation of transurethral prostatectomy was sweeping the 
country. He himself was drawn to the technique of perineal 
prostatectomy practised by Hugh Young in all cases of simple 
enlargement, but this again called for a special technique with 
special instruments, a very accurate anatomical knowledge, and 
a well-trained team. A technique very similar was employed 
by Young in his operation of total excision of the genital tract 
for tuberculous disease, in which the epididymis, vas deferens, 
seminal vesicles, and frequently a part of the prostate were 
removed in one piece. 


Renal Tuberculosis 


Turning to the role of surgery in renal tuberculosis, he said 
that it had been his lot to excise many tuberculous kidneys, 
but in almost all cases he had done this with an apology and 
a hope for a better treatment in the future. When he was a 
student and house surgeon hardly an operating day passed 
without joints being excised or bones resected for tuberculous 
disease, yet this treatment was now unknown, for it had been 
shown, by Sir Robert Jones especially, that a better result 
could be obtained, without mutilation, by conservative means. 
Why, then, should not a similar result be possible in renal 
surgery? The underlying process of natural healing was the 
same in both cases. In both the infection was combated and 
walled off and the debris conveyed to a free surface and there 
discharged and the sinus healed. But unfortunately the free 
surface in the kidney was the renal pelvis, and into it the debris 
containing tubercle bacilli was discharged to reinfect the kidney 
at some other part and to infect the ureter and bladder, the 
process of cure and reinfection continuing until the organ 
was completely destroyed. Meanwhile a systolic bladder had 
been produced which by its backward pressure ultimately 
destroyed the functioning tissue of the remaining kidney and 
led to death by uraemia. He had had several such cases and 
had tried various remedies, the most successful of which was 
the transplantation of the remaining ureter into the pelvic colon. 
He hoped that the day was not far distant when nephrectomy 
for renal tuberculosis would be required no longer. If it was 
indicated, the surgeon was under an obligation to care for his 
patient for two years afterwards and to arrange sanatorium 
treatment. 

Sir Henry Wade closed his address with some sombre re- 
flections, as he called them, on the future of urology. 

** My fear for you arises from the tools you have fashioned, the 
skill you have shown, and the dexterity you possess. Others may 
seek your aid, asking for your services as a technician, not as a 
physician. Be warned against this insidious evil. Never examine an 
organ or a region, examine only a patient. Remember that medicine 
is an art, not a science, and that you possess many an instrument 
to tell you when a man is ill, but none to tell you when he is well. 
Man is not a motor-car, susceptible to the methods of overhaul and 
repair of such a vehicle. Psychological derangements, particularly 
in the young female, may simulate actual organic disease. I recall 
one summer morning meeting in his consulting room in Boston 
Dr. Harvey Cushing, the father of neurosurgery. With a twinkle 
in his eye he told me that he had just seen a case sent to him as 
one of pituitary tumour, and it really was the case of an overworked 
stenographer who required a six weeks’ holiday!” 


It was important to bear in mind that the final conclusions 
at which the urologist arrived were not a diagnosis but a con- 
firmed observation of the presence of an abnormality in the 
organ he had examined, and from the limited vision of the 


specialist he might honestly believe it to be the cause of ill- 


health, while in fact the ill-health was due to something outside 
his knowledge. The answer to this was possibly the establish- 
ment of a polyclinic or health centre, where a whole-time staff 
would be available to carry out a complete investigation with 
all aids known and in all departments of medicine. 
health centre might be an institution of the greatest value. On 
the other hand, a so-called diagnostic clinic might simply lead 
to procrastination and transform the educated clinician into a 
collector of chits. The majority of ailments of which mankind 
complained were incapable of exact scientific demonstration. 


Correspondence 


Demobilized Specialists 


Sir,—Medical officers who have just been released from the © 


Services where they had been trained, or were training, as 
specialists are finding difficulty in obtaining work in civilian 
life for which they are fitted, and their predicament has been 
causing us much concern. We are impressed not only by the 
individual hardship involved, but also by the fact that these 
men may be driven to abandon their plans for specialization 
at a time when there is a great dearth of specialists in every 
branch of medicine and surgery. In this fashion a reservoir 
of most useful recruits for the consultant service of the future 
will be lost. 

The men concerned fall into two groups. Group I consists 
of about 800 men who were being trained as consultants, and 
have perhaps acted as graded specialists. They are about 28-33 
years old, and they have either taken, or are preparing for, 
higher qualifications. They are now acting as registrars at 
teaching or other hospitals where they are paid £550 plus £100 
for maintenance. We propose that their term of office should 
be extended, if they so desire, until the Bill comes into opera- 
tion, provided that the postgraduate deans who selected them 
are satisfied with their work. 

Group II is an older group of men who have been qualified 
perhaps for ten years or more, and some of whom are nearly 
40 years of age. Nearly all of them have consultant qualifica- 
tions. We ask the Ministry of Health to create for these men 
a number of more senior, salaried whole-time appointments. 
Since their appointments will occupy all their time, these men 
will not compete for private practice with the other unpaid 
assistant physicians and surgeons on the staff of the hospital. 
Hospitals would be asked how many posts of this kind they 
need, and the appointments would be made by a small com- 
mittee in each region. The term of office would end when the 
new service begins. 

We believe that these proposals should in some measure 
mitigate the uncertainties of the present time, while the country 
would surely gain.—We are, etc., 

MORAN, 

President, Royal College of Physicians. 
ALFRED WEBB-JOHNSON, 

President, Royal College of Surgeons. 


EARDLEY HOLLAND, 
President, Roya! College of Obstetricians and Gynaecologists. 


Bread Rationing 


Sirn,—Apparently, from the published scale allowances of 
Bread Units, the school boy or girl and undergraduate on 
attaining the age of eighteen years is classed as a normal adult, 
and his or her B.U. allowance per week drops from 12 to 9; 
while, should he be lucky enough to become a manual worker, 
he gains 3 B.U.s per week. Increase of growth is nossible up 
to the age of twenty-five years, and in addition to this there is 
the added strain of scholarship work and the responsibilities of 
leadership entailed by monitorial and other activities in the 
one class, which correspond closely to the extra output which 
is apparently and rightly expected from the manual worker. 

Statistics kept at Christ’s Hospital since 1913, of which I only 
quote two periods of six years each (namely, 1933 to 1939, and 
1939 to 1945), give a fair comparison between a non-ration and 
a ration period. 
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From 1933 to 1939 the figures show that of an averege of 


810.5 boys: 17 were over 18 years ; 77.8 were under 11 years ; 


715.7 were between 11 and 18 years. Their allowance under 
the suggested scale would be 9,403.8 B.U.s per week, but during 
this period they ate the equivalent of 10,009.6 B.U.s per week. 
Each boy’s requirements on an average thus exceeded the 
suggested allowance by 0.747 B.U.s per week. 

From 1939 to 1945 the figures show that of an average of 
803.8 boys: 13.9 were over 18 years ; 75.7 were under 11 years ; 
714.2 were between 11 and 18 years. Their allowance under 
the suggested scale would be 9,457 B.U.s per week, but during 
this period they ate the equivalent of 11,526 B.U.s per week. 
Each boy’s requirements on an average thus exceeded the 
suggested allowance by 2.47 B.U.s per week. 

Appetite and requirement vary With the individual,-and it 
is impossible to assess within narrow limits, but these figures 
prove that the average requirement per boy is greater than the 
suggested allowance. It is of importance to note that just as 
in 1914 to 1918 the consumption of bread increased proportion- 
ally with the reduction of meat and fats, so from 1939 to 1945 
a similar increase has occurred. It is fair to expect that if 
the suggested restriction is enforced, the rate of growth, which 
in my opinion is a reliable index of the general health of the 
adolescent, must show a regression. 

It has been suggested that the vacuum can be filled by po- 


- tatoes, which now seem to be the only substitute available 


without points. The objections to this, which should be 
obvious, are these: (1) The amount of potatoes which the 
English adolescent will consume is limited. (2) Recent ex- 
perience has shown that the supply of potatoes can be very 
variable. (3) In institutional catering shortage of labour and 
equipment put a definite limit to the quantity of potatoes which 
can be handled. 

Surely it follows that in any plan which has the interest of 
the future generation at heart, it would be wise not only to 


_ increase the allowance for all adolescents, but also to make 


one class of all students from 8 to 25 years of age.—I am, etc., 


G. E. FRIEND, 
Horsham. Medical Officer, Christ’s Hospital. 


Inadequate Feeding in Hospitals 


Sir,—The report of Major J. A. F. Stevenson, Capt. Joan 
Whittaker, and Lieut.-Col. R. Kark (July 13, p. 45) of their 
inquiry into the adequacy of feeding in Canadian military hos- 
pitals hits several nails right on the head, and provides me with 
a most appropriate excuse for drawing attention to another 
aspect of the same question. I am a chemist with special 
interests in the field of nutrition, and a close relative of mine 
was recently appointed as head cook at an isolation hospital 
under a local authority in whose public health department I 
have other contacts. On the evidence which has thus become 
available to me, I am appalled at the inadequacy of the diets 
provided. Moreover, while this is admittedly but a single in- 
stance of hospital practice, it is most unlikely to be an isolated 
one, for the two main reasons for the trouble probably hold 
good in many—perhaps the large majority—of the hundreds of 
similar institutions scattered about the country. 

In the first place, the menus are the sole responsibility of 
the matron (there is no sister housekeeper), who appears to 
know nothing, and certainly cares less, about the importance 
of an adequate and appropriate diet for patients suffering from 
infectious fevers. The medical officer takes no interest in this 
side of the hospital administration. In the second place, the 
cost of “ food-plus-medicines” per patient-day is a statistic 
which is calculated every week; both the matron and the 
M.O.H. eagerly watch this figure, and obviously take it as one 
of their primary duties to keep this cost at the lowest possible 
level. The M.O.H. has often, in his reports to the public health 
committee, told them how cheaply he runs their hospital for 
them, quoting the statistic in question as proof. It occurs to 
no one that the patients’ recoveries might well be hastened, the 
average stay in hospital per patient reduced materially, and a 
saving effected on the total cost of running the hospital if the 
diet were improved. 

I am certain, on the evidence presented to me, that the re- 
covery of many patients must have been seriously delayed by 
the gross inadequacy of their diets, both in quantity and quality. 
Space does not permit me to detail the many facts on which 


1 base this statement. It will be sufficient if I quote but one. 
During one continuous period of nearly four months, no kind 
of green vegetables or fruit was served; and this in spite of 
the fact that the vitamin C requirement is known to be con- 
siderably enhanced in febrile conditions. To my mind this 
dietary crime is made the more heinous by the fact that prac- 
tically all the patients in such a hospital are naturally children, 
who, however unattractive or insufficient they may find their 
meals, do not realize that conditions could be very different. 
Even the meals that are served to the nursing staff are dietetically 
shocking and far too low in calories ; all the nurses are in the 
habit, from sheer necessity, of buying supplementary food 
outside. 

It is high time that the medical superintendents of hospita!s 
appreciated the prime function of diet as a major therapeutic 
adjunct ; that governing boards and controlling committees were 
taught to recognize that money spent on food is every bit as 
essential, and yields at least as large a dividend in the form 
of health, as that which is spent on drugs ; and that an interest 
in the dietetic well-being of the patients should be carried right 
into. the wards, for it is only those who come into immediate 
daily contact with the patients who are in a position to see 
whether what the patient is given to eat is not enly qualitatively 
and quantitatively adequate, but is presented in an attractive 
and appetizing form. Some of these points have already been 
made in the recent memoranda of King Edward’s Hospital 
Fund, and I do not suggest that there is anything original about 
the sentiments expressed in this letter. I do believe, however, 
that the matter is one about which something would have been 
done long ago if only the fierce light of publicity could have 
been made to beat upon it soon enough and for long enough, 
and I should like to think that the paper by Major Stevenson 
and his collaborators will result in similar studies being made 
in British hospitals, and the directing of attention to a very 
bad business. 

Since publication of my name would probably result in local 
identification of the hospital to which I refer, I will ask you not 
to publish my name and address, but I enclose my professional 
card.—I am, etc., 

DIeTIST.”” 


Tuberculosis under the Bill 


Sir,—In your annotation of July 6 (p. 20) reference is made 
to the anxiety felt lest the arrangements under the new Health 
Service Bill for’ dealing with the tuberculosis problem should 
prove a retrograde step. The intentions of the Minister are not 
yet stated in detail, but the proposed division of responsibility 
for the various aspects of the new scheme carries a serious risk 
of disruption unless proper co-ordination can be achieved. This 
will not be easy, since the established principle of control of all 
aspects of each case by the tuberculosis physician may con- 
flict with administrative arrangements for the provision of 
certain necessary facilities. Thus we have the prospect of the 
clinical, environmental, insurance, and rehabilitation aspects of 
each case being dealt with by separate authorities. Into this 
complicated pattern a complete tuberculosis service must some- 
how be fitted without interfering with the physician’s control 
of his patients, or his freedom to guide them through the many 
difficulties with which they are faced. The danger lies in each 
of the authorities concerned attempting to assess the needs of 
a case for themselves, possibly with separate medical advisors 
at each stage, instead of acting directly on the basis of an 
assessment made by the tuberculosis physician himself, whose 
decision should be final. It is essential that this latter method 
be adopted, and practical arrangements must be made accord- 
ingly. 

The first requirement is that all cases of the disease, of any 
type, should be referred to the new hospital chest clinics, so 
that the environmental aspects of each case may be dealt with 
by the physician to that department. He will, in any event, be 
dealing with the pulmonary cases which form by far the greater 
part of the problem, and while leaving clinical control of non- 
pulmonary disease in the hands of his colleagues, he can most 
easily supervise social and preventive measures as a whole. For 
this purpose he should have direct control of the nursing and 
health visiting staff of his clinic. The duties of such staff are 
becoming increasingly those of out-patient department nurses, 
associated with social work in the home, in about equal pro- 
portions. The proposal in the Bill is that all health visiting 
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staff shall be employed by the local authority. There does not, 
in fact, appear to be much justification for this ; it would be 
better if they were employed by the hospital authority itself. 
Whatever the final decision may be, they should certainly work 
full-time at the chest clinics, under the control of the clinic 
physician. The local medical officer of health, responsible for 
environmental conditions generally, would receive reports from 
the clinic, as he does now from the dispensaries, whether it is 
under the same authority or not. 

As regards financial aid, it appears that the tuberculous 
patient will be paid from a common insurance fund. The 
assessment of need, however, should be carried out at the chest 
clinic, where it is hoped there will be adequate welfare staff to 
deal sympathetically with such matters under the direction of 
the physician. Rehabilitation and placing in industry is to be 
the responsibility of the Ministry of Labour-; already memor- 
anda and forms are circulating. Routine form-filling will not 
do in this case. The tuberculosis physician should have de- 
tailed knowledge of posts available in local industry under the 
quota, and should be able to settle questions of placing directly 
with the D.R.O. Sheltered employment is to be provided for 
the less fit. Units of this kind must be regarded as having 
more a clinical than an industrial function. Here particularly 
the physician should have control and should exercise a general 
supervision in all medical aspects of the scheme. 

Altogether recent developments and proposals for the future 
offer much that the tuberculosis service has sought for years 
past: a much closer contact with general medicine, financial 
assistance for the patients, and schemes for protected conditions 
of employment. It is not the principle that is questioned, but 
the possibility of a ponderous administrative machinery break- 
ing down what should be a unified scheme into uncoordinated 
sections. This can only be avoided if officials of all kinds 
regard themselves as a single group concerned primarily with 
the welfare of the patient, no matter what authority employs 
them. Above all, the tuberculosis physician must be in control 
at all points where medical direction is essential. If the Minister 
will ensure this when the time comes for deciding practical 
details, all may yet be well,—I am, etc., 


Theydon Bois, Essex. HuGH RAMSayY. 


Duodenal Ulceration 


Sir,—Mr. Harry Freeman is to be congratulated on his inter- 
esting paper (June 29, p. 980). His description of the subject 
presenting symptoms of duodenal ulceration as “an extremely 
sensitive and hyper-irritable type in a constant state of nervous 
tension . . . above all he is stomach conscious” is the most 
complete and accurate picture in a few words that I have yet 
seen. 

How many of even our most eminent consultants remember 
this in dealing with cases of this type? Mr. Freeman's ligature 
Operation, gastrectomies, and gastro-enterostomies will still be 
required, as well as “medical treatment”; but his statement 
regarding gastrectomy, “ the creation of a very grossly distorted 
anatomy and a grossly deranged physiological function of the 
stomach does not seem rational in the quest for a cure of a 
condition the aetiology of which is still unknown,” is surely a 
lamentable fact. 

Is it too much to hope, that—remembering Mr. Freeman’s 
description of the type—the key to the problem lies in the hands 
of the psychiatrist ?—I am, etc., 


Newark. J. J. KENNEDY. 


The Hypochondriac’s Treatment 


Sik,—I venture to comment on the remarks of Drs. Summer- 
skill, Cox, Lindsey Batten, and Crichton-Miller in regard to 
cases of hypochondriasis treated under private medicine or under 
a State system. Surely the main point is that hypochondriacal 
patients are ill, and should have whatever treatment or sympathy 
is available, whether it is paid for and sought by rich private 
patients or by poor patients who are entitled to national State 
medicine. Rich patients and poor patients of a hypochondriacal 
type are not to be cold-shouldered because they are very rich 
or very poor. Surely the time has come when the actual needs 
of the patients come before the prejudices of caste or the 
narrowness of social theories.—I am, etc., 


London, N.W.11. L. S. Woo.r. 


Sir,—In adverting upon our new charter of liberty I seem, 
unintentionally, to have opened a discussion on the hypochon- — 
driac’s treatment, and I must now endeavour to set myself right © 


with Dr. H. Crichton-Miller (July 13, p. 62). 
all used the word “ hypochondriac ” too loosely. 


I fear we have © 
It covers two 


kinds of patient, and though the line of demarcation is a little © 


hazy most people with “functional symptoms” can, I think, 
after a few interviews, be.placed where they belong. 

Those in: the first group are, very nearly, “conscious de- 
linquents.” They use their symptoms quite flagrantly to evade 


* 


duties and secure sympathy. They exploit friends'and relations. — 


They try at once to use and to irritate their doctors as a spoilt 
child will use and irritate its mother. They have no intention of 
getting well. These people are usually, though by no means 
always, well off. I do not believe they are very numerous, and 
their chief importance lies in the ammunition they provide for 
Socialist propaganda. Tout comprendre c'est tout pardonner, 
but we are only human, and as they discard their doctors with- 
out compunction it seems to me at least excusable, on occasion, 
to discard them. To tell one of them plainly to seek another 
doctor is a grand tonic for self-respect, and I know nothing 
which gives a livelier sense of the freedom we still enjoy. It 
is well worth its price in guineas. I suspect, too, that it is good 
psychotherapy. 

The other kind is the anxious and fearful person of every 
class and income level. These people do, indeed, bulk large 
in every practice. There are days on which I seem to have 
done nothing else than to attempt to dissect the clinical pictures 
they present, evaluate their symptoms for them, and try to 
allay their fears. I confess I believe they are very often in- 
curable, whether by psychologists or anyone else, but I am 
certain that with wiser upbringing at home and more imagina- 
tive and courageous medical advice in childhood and youth, 
many of them need never reach the sad state in which we find 
them. Typically they are people who prefer security to adven- 
ture, integrity of body to integrity of soul, dependence to inde- 
pendence. They would sooner save their lives than live them, 
and in their eyes the unforgivable medical sin is to fail to dis- 
cover or disclose a danger, to accept or, worse still, advise 
the taking of a risk. Since their philosophy is the familiar 
guiding principle of British bureaucracy, and since bureaucracy 
is grasping both medicine and education, I fear their numbers 
will greatly increase. Often enough their one friend is their 
doctor, but he must have time to listen, time to advise, time to 
do it again and again, and, unless he be a saint, some direct 
incentive, such as undivided responsibility and perhaps even a 
fee to encourage him to lift and carry this heaviest of pro- 
fessional burdens. To disclaim responsibility for them is in the 
highest degree unjust, but I shall be astonished if the service 
does anything more for them than to send them round in circles 
from one irritated specialist to another, until they sicken of 
it and seek whatever help may remain to them outside. 
—I am, etc., 


Hampstead, N.W.3. LiInDsEY W. BATTEN. 


Protection against Sexual Offences 


Sirn,—When sentencing a man to two years’ imprisonment for 
assaulting a six-year-old girl at Birmingham, Mr. Justice Croom- 
Johnson said that this was: the maximum sentence he was 
allowed to pass, and added, “‘ Our law—and at the risk of being 
misunderstood I intend to say it—does not pay sufficient atten- 
tion to the protection of women and girls with regard to many 
sexual offences.” It is to be noted that the man upon whom he 
passed this sentence had been released three weeks previously 
after serving eighteen months in prison for a similar offence. 

It is without any sense of criticism that I heartily concur with 
the learned judge and agree that the law does not offer any 
protection against this type of offence. Men suffering from 
sexual neuroses are sentenced to imprisonment, where they have 
no treatment whatsoever, and after a period of years (during 
which they suffer sexual deprivation) they are released with 
increased urges and commit the same type of offence again. 
It is obvious that incarceration does not affect the man’s con- 
dition—except adversely—-one iota. The only solution to this 
problem would be to give the prisoner a life sentence or else 
to regard the behaviour as an illness (which every psychiatrist 
knows it is) and treat it. 
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ty I seem | It is customary for judges to say that if treatment is neces- be much more easily dealt with if a fresh supply is not coming 
hypochon- ; sary it will be given in prison. I have taken the trouble to’ in daily. There are some who doubt the ability of organisms 
self right inquire from patients I have had who have served sentences to breed in the blood stream and maintain that baeteriaemia 
r we have | for such offences and the reply has always been “ None what- is only kept up by continuous entry. So in spite of the ill con- 


sovers two 1 soever.” A short while ago there was a correspondence in the dition of the patient it is sound policy to remove any source 


Journal on the neuroses due to confinement in prisoners of war, 


of entry. Nasal sinuses, especially when blocked, are very apt 


| IS i 
, Aoghod _ and the general opinion appeared to be that being immured did to be overlooked. I feei sure that such lines of treatment would 
4 produce abnormal mental states. How much sense is there in lead to a greatly improved percentage of cures.—I am, etc., 
cious de- putting the already abnormal in a place where—unlegs they SYDNEY PERN. 
to evade 27° treated—they will become more so ?—I am, etc., 
relations. London, W.1, CLIFFORD ALLEN. Allergic Response to Penicillin 
S$ a spoilt Sir,—The following account of what appears to be an allergic 
tention of | Treatment of Bacterial Endocarditis phenomenon due to penicillin may interest your readers. 
__Sir,—The medical world is now much intrigued by the result ago I 4 making a bronchoscopic 
ardonner, disappointing results of the sulpha drugs. We have been over- owing to pressure of work, and next day I had a mild conjunctivitis. 
‘ors with. Prone to label diseases by certain names and to refuse tO This was swabbed for purposes of culture and examined by an 
occasion, recognize any variation which did not comply with certain ophthalmic surgeon, who found no injury to the cornea and advised 
- another specifications. One hears men discussing the exact types of penicillin instillation if the culture showed penicillin-sensitive 
‘nothing  224emias, nephritis, and many other conditions in which there Organisms present. These were found, and penicillin in normal 
njoy. It 4 i820 clearly defined line of demarcation, instead of recognizing saline at a strength of 1,000 units per ml. was instilled, a drop or 
tis good the Pathogenesis in process. It is all very well talking about hours. 
bacterial endocarditis as if it is a fait accompli and starting off. eae aaa rest ily cag a lids becoming red and swollen 
of every from there to treat it, but it is far more important to try and kin of thie Tide, and ‘Slight 
Ik large  ‘ealize how it comes about, for once that is understood our jrritation of the skin surface of the inner canthus of the other eye 
to have lines of treatment may be much modified. also occurred. After three days, on the advice of the specialist, 
pictures Baterial invasion of the blood stream in many people is almost the penicillin was stopped and “ albucid ” (sulphacetamide) instilled 
1 try to a daily occurrence, but it does not lead to their deaths, because the instead—I forget the strength. The condition of the eye and lids 
een in- defence mechanisms are able to destroy the organisms, either in the resign opin and had returned to normal in forty-eight 
eho blood stream or in such tissues as they may lodge in, as is seen in ours, except that some desquamation continued. : 
? : iritis, nephritis, arthritis, etc. For organisms to enter the blood stream About two months later, a recurrence of the irritation, especially 
magina- they must have a point of entry, and they must also have the power of the lid margins, took place. Penicillin was tried once more, 
1 youth, to multiply in such places where they are uninfluenced by any means resulting in an immediate flare-up of the lids to their former con- 
we find the body has to destroy them. In many of these cases the breeding dition. All this subsided as soon as albucid was substituted for 
) adven- ground is in such a protected focus that the defence mechanisms the penicillin. About three months later, there was a slight recur- 
to inde- are unable to overcome the invaders. This we sec in infection within ‘ence of the irritation, which cleared up with albucid. I had no 
e them, the cavity of the uterus, tonsillar crypts, between the gums and the further trouble until a fortnight ago. ’ : 
“to dis. teeth, within the cavity of a dead tooth or nasal sinus, so we must : he had been in hospital for a week, after an abdominal operation. 
| ave a very old left mastoid sinus which occasionally discharges, 


look upon these foci as being guarded by a trap-door or valve 


oo through which the micro-organisms can slip but nothing can get in to = it was decided to culture it with a view to local treatment while 
harm them. x was an in-patient. Very few organisms were present, but as they 
aucracy In the majority of cases the defence mechanisms of the blood and were mixed and all seemed penicillin-sensitive, insufflation thrice 
umbers tissues are able to destroy invaders before they have done too much daily of penicillin and sulphathiazole powder was suggested, to which 
is their damage; but once this power is lost the organisms overwhelm the I agreed. ; 
time to host, as is seen in fatal cases of septicaemia, of which bacterial Twenty-four hours after the first dose into my left mastoid cavity, 
- direct endocarditis represents a certain proportion. Of the large number of ™Y right eyelids became red, swollen, and sore—the pain being felt 
eves « cases of septicaemia from puerperal infection only a small propor- r a constant burning sensation on the skin surface—not unlike that 
f pro- tion develop bacterial endocarditis. In such conditions we must ollowing over-exposure of the lids to sunshine. The lid margins 
ve suppose the myocardium and valves to have become sensitized, or were irritating, and after twenty-four hours slight desquamation 
> In the that the strain of organism had a specific elective affinity for those started. I am told the conjunctiva was infected, but at no time did 
service tissues. Some of the commonest causes of severe and fatal | experience the symptoms of conjunctivitis. 
circles bacteriaemia result from dead teeth, extractions for pyorrhoea, - The insufflations continued for three days and were then stopped. 
en of removal of septic tonsils, as well as uterine infections. With regard Throughout this time the lids remained “ inflamed ” so that visitors 
utside. ‘to root abscesses, which are frequently devoid of pain, and so give kept remarking I was getting a stye. The irritation, burning, and 
no warning of their presence, they have no outlet for the infection scaling also involved the right eyebrow, a small area of the right 
except into the blood stream. forehead, a small area of the right cheek immediately below the 
TEN. The removal of teeth for severe pyorrhoea is always a serious Y®; and the inner canthus of the left eye. At the same time a 
undertaking unless a cleaning-up process is carried out beforehand similar condition occurred in the meatus of the left ear and behind 
to reduce the infection, and then only a few teeth must be extracted the lobe of the ear. ; ’ 
at a time and much time be allowed to elapse before others are There was never any local site of tenderness nor the massive lid 
drawn, to escape the negative phase. It may even be desirable to oedema that generally occurs with a stye, and as I was convinced 
nt for give a course of vaccine treatment to boost up the defence mechanism, it was an allergic phenomenon, no local treatment to the eye was 
room- especially if many teeth have to be extracted at once. This same carried out. The insufflations were stopped five days ago and the 
* was -—s procedure may be advisable in the removal of tonsils, where the condition of the eyelids immediately improved. Two days later, the 
being - blunt guillotine is used, as there is a risk of forcing organisms into stain” of penicillin was still present on cleansing the left ear, 
atten- the tissues; but where a clean dissection is employed this danger is but was greatly diminished. The meatus was far less irritating and 
many much reduced. the burning and discoloration of the eyelids had subsided com- ie 
we he On the whole the defence mechanisms of the blood are able to pletely, although there was slight irritation from the finely desquama- ar 
iat deal with a few stray organisms entering the blood stream, but if ting skin of the lids, chiefly in the region of the inner canthus. + 
OMY they should come in in overwhelming numbers, this mechanism may For the past two days I have been completely free from irritation . 
ce. be taxed beyond its power, so that organisms multiply within the or any other symptom both in and around my right eye and in my : 
with blood stream with fatal results. -In the presence of any septic focus left ear. 
any organisms are liable to enter the blood stream daily for a prolonged Another point that may have some bearing on the two earlier 
from period with little to show for it, but with the extraction of teeth and recurrences of this unusual condition was that I was at that time 
have _ the removal of tonsils or some flare-up in the focus they may then penicillin officer in the hospital in which I worked and handled 
wing © _—senter in overwhelming numbers. penicillin daily in one form or another, and it is quite possible 
with : With this view in mind the approach to the treatment of that a trace of penicillin at that time was the cause of the 
gain. i bacterial endocarditis should be totally different from saying, flare-up. If penicillin can cause this type of reaction around 
con- } “Here is a case of bacterial endocarditis, let us give it peni- an eye, it is equally likely to cause it elsewhere in the body 
this __ cillin.” The first objective should be to try to find where the where penicillin has been applied locally, and this should be 
else organisms are coming from and close the door by the removal borne in mind.—I am, etc., 
trist of the focus, as those that are already in the blood stream will London, E.1. W. R. WELPLY. 
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Varicella Herpetiformis 


Sir,—I was interested in the memorandum on varicella 
herpetiformis by Dr. P. H. Peterson and Dr. S. A. B. Black 
(May 18, p. 762) because of a recent case here. This sparsely 
populated district in N.W. Canada is isolated by over 60 miles 
(96 km.) of forest from the nearest other settlement. In April 
it is completely cut off by, the spring thaw and the break-up 
of ice in the rivers. There is not even a mail service during 
this month. It is, therefore, almost as much an island com- 
munity as the Shetland Isles. With the exception of the cases 
described there have been no cases of chickenpox or herpes 
zoster in this community for the past 15 months. 

Case 1.—April 7, 1946, I was called to see a very mild case of 
chickenpox in a 2-year-old girl. The family hdd moved into this 
district from a village 180 miles (288 km.) away, seven days pre- 
viously. The child had been playing all afternoon with a family 
of three cousins, none of whom had had chickenpox, on the day 
the rash was first noticed, April 6. There was no further contact 
between the families till this case had cleared up. 

Case 2.—-April 15, the eldest of the cousins, aged 6, developed 
a typical well-marked herpes zoster over the left lower ribs. There 
was no pain or malaise. 

Cases 3 and 4.—The two younger cousins, aged 8 months and 
2 years, developed moderately severe chickenpox. 


Since all other sources of infection can be excluded in this 
isolated community, it seems much more likely that Cases 3 and 
4 contracted chickenpox from their brother’s herpes than that 
they contracted it from Case 1, and developed it simultaneously 
after an incubation period of 24 days. It will be interesting to 
see if the boy who had herpes will prove immune to chickenpox 
when we next have an epidemic. It is remarkable that he did 
not catch it from the other two cases in the house if his herpes 
had no connexion with chickenpox.—I am, etc., 


Keg River, Alberta. Mary Percy JACKSON. 


Migrainous Headaches 


Sir,—Dr. Wilfred Harris in his letter (July 6, p. 24) seems 
to miss the point of my criticism of his paper. If his operation 
is successful he will get not analgesia of the cornea, but com- 
plete loss of sensation. This is such a serious state of affairs 
that it should be stressed. The palliatives he suggests are ex- 
cellent in themselves, but how can a man or woman continue 
to use them if he or she is to live a normal life? This anaes- 
thesia of the cornea will last for ever, or else the neuralgia 
will return.—I am, etc., 

Plymouth. 


Ceci B. F. Tivy. 


“ Drug Eruption” following Sodium Pentothal 


Sir,—With reference to the case reported by Dr. G. A. Grant 
Peterkin (July 13, p. 52) of skin eruption following sodium 
pentothal, two cases of a somewhat similar nature occurred 
during my service as anaesthetic specialist at a British military 
hospital in India. Both were healthy British soldiers undergoing 
minor orthopaedic procedures on the same day. One received 
0.75 g., the other 0.5 g., pentothal. On the following day, each 
patient had a temperature between 100 and 101° F. (37.8 and 
38.3° C.), an urticarial rash, sore throat, and coryza. These 
symptoms disappeared within forty-eight hours. In investigating 
these cases, I had samples of sterile, distilled water examined 
from the same batch used. These were manufactured by an 
Indian firm of druggists. The pathologist reported the samples 
to be heavily contaminated with Bacillus subtilis—I am, etc., 


London, W.4. DONALD BLATCHLEY. 


Black Tongue 


Sir,—The letter on this subject (July 13, p. 63) prompts me 
to record an experience of my own. It happened twenty years 
ago when I was called early one morning to see a woman 
patient who was in a great state of alarm on finding her tongue 
to be intensely black. There was nothing else the matter and 
there appeared to be no cause. There was only one possible 
origin and that was the eating of boiled eggs that morning. I 
was able jo allay my patient’s fears by suggesting that the 


blackness was due to the sulphur in the eggs and that it would 
pass off in the course of a short time. That is what did happen. 
I also suggested that she should repeat the experiment after 
the lapse of a few days. This she did, and the black tongue 
reappeared. She had, of course, eaten boiled eggs many times 
before but had possibly never ncticed this particular effect on 
any previous occasion. 

My book of notes on Curious Happenings has recently been 
stolen, and I am unable to make any addition to this simple 
statement of fact, except that I have noticed the relationship 
between boiled egg and black tongue on several occasions in 
other patients, but the blackness has never been of the same 
intensity as in the first case—I am, etc., 


Chelsea, S.W.3. A. R. EATEs. 


Health Service Bill 


Sirn,—Within a month or two we may expect to see the 

National Health Service Bill reach the statute book, unaltered 
in all essentials. There has been widespread talk of a “ refusal 
of service” in such a case. This obviously does not mean that 
we shall refuse to attend the sick at all, but simply that we shall 
refuse to attend them under the provisions of the Act but will 
continue to do so as private or Public Medical Service patients. 
What will be the economic effect on the Government, on the 
public, and on ourselves? The Government will gain enor- 
mously. It will, directly and indirectly, draw vast sums from the 
public without the obligation to pay the doctors a single penny. 
The public will be very little affected. It will receive the same 
medical treatment.as heretofore. Its economic position will be 
so much affected by the compulsory Government levies that it 
will receive this treatment either gratuitously, or at a mere 
fraction of its former fees. The doctors will be the only Icsers. 
They will do the same work as before at greatly reduced rates. 
In addition, as there will be neither a mileage nor a drug fund, 
their expenses will be appreciably increased. So far as the 
Government is concerned, the situation. can certainly be pro- 
longed indefinitely ; as regards the public, probably so; as re- 
gards the doctors, there is a definite time limit, which I put at 
not more than six weeks. 
* My argument is this. Except so far as purely cash practices 
are concerned, we live in any given quarter on the takings of 
the preceding quarter. For the first three months of the “ strike ” 
we shall therefore be able to subsist comfortably on previous 
earnings, but after that we shall be in dire straits, having to 
carry on largely on bank overdrafts. It must also be remem- 
bered that after the “strike” is settled, one way or another, 
there will be nothing forthcoming from the Government until 
the end cf that quarter, and that the longer our resistance is 
prolonged the worse our plight will be. For that reason I put 
the duration at not more than six weeks. The levy of £25 a 
head now being called for by the B.M.A. does not affect the 
situation one way or another. It represents as nearly as can 
be one week’s earnings of the average doctor (£1,300 p.a.). It 
means that we pay in one week’s earnings now with the prospect 
of getting it back in instalments later on. We should be pre- 
cisely as well off if we paid the same amount into our banks 
against the coming “ rainy day.” Such additions as the B.M.A. 
may be able to make to it are negligible considering the number 
of doctors concerned. 

Is it probable that six weeks’ refusal of certificates, for that 
is what resistance practically amounts to, will bring the Govern- 
ment to its knees? I regret to say that I do not think so. In 
the first place, the Government, by eliminating the friendly 
societies, has left itself entirely free to determine what form of 
“sick certificates” it will require. In an emergency, and for 
a short time, it might consider the production of a recent pre- 
scription or of a freshly issued bottle of medicine (neither of 
which we can refuse) to be enough. Further, by refusing to 
accept Government pay, we shall have obligingly provided it 
with a fund large enough for it to face a certain amount of 
fraud with equanimity. 

My regretful conclusion therefore is that we shall be well 
advised to think twice or three times before embarking on a 
plan of action which will enrich the Government, impoverish 
ourselves, and have no decisive effect. What other possibilities 
there are, I will not attempt to discuss at present.—I am, etc., 


Andover. J. A. BaLcK-Foote. 
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Sir,—The decided opinions of Dr. J. V. Dockray (June 29, 
p. 999), based on political conservatism and the desire to up- 
hold the dignity and nobleness of the profession, provoke a 
reply. He states: ‘organized refusal to work the Bill is a 
strike.” I doubt it. The essence of a strike is the withholding 
of one’s labour. It is one of life’s thrills that has been enjoyed 
by many who are thrusting the new health service upon us, 
and an adventure on which many doctors would, for various 
reasons, hesitate to embark, however modified the *“ strike” 
might be. Refusal to serve under contract with the new em- 
ploying authority cannot be termed a strike if the Act leaves 
all of us free to engage in private practice. 

It is generally agreed that our medical services will never be 
withheld. If we revert to private practice, giving the assurance 
that every sick person will be attended, thereby rendering to 
the community the essential service for which we were trained, 
up to that point there is no strike. But certification to enable 
people to draw statutory sick benefit is also an essential service 
under modern conditions, and if even as private practitioners 
we withheld that service, that would be a’ partial strike, and 
perhaps the extreme limit to which general practitioners would 
go. It is the form most likely to meet with success, and is true 
to the pattern of the workers’ strike in that it would primarily 
embarrass the employer and secondarily cause inconvenience 
to the community. If carefully planned it need only be of 
short duration, thereby minimizing the hardship to the people. 
Dr. Dockray states that “the great majority of the people are 
in favour of the Bill.” My feeling is that the masses are 
innocent and passive spectators in the present medico-political 
struggle, and will not express themselves sufficiently unless 
under the stimulus of some impending inconvenience. If 
Government and people failed to respond after several months’ 
notice of our intentions, our subsequent action might be con- 
sidered morally justified. The distribution of public funds 
would be no responsibility of ours. 

If such action were timed to commence on “ the appointed 
day ” the chances of success would be good, even in industrial 
areas. Existing economic conditions are likely to prevail for 
some time, and recent years have shown that the masses are 
willing to pay for medical attendance when they are able. 
Arising from the scarcity of commodities and the abeyance of 
the evils of the instalment system, the display of bank-notes 
in surgeries is quite embarrassing. With a country full of bank- 
notes and full of disease it is hard to imagine a set of cir- 
cumstances better calculated to ensure success in the sale of 
medical attendance. But success would be uncertain unless 
under an organization where central instructions demand 
peripheral obedience. Mere promises of action by the rank 
and file are apt to collapse as a result of mutual suspicion and 
distrust. 

The impact of the National Health Service Bill has brought 
the subject of trade unionism into practical medical politics, 
as it is important to ascertain the degree to which collective 
action may be expected to function in an emergency. It may 
be anticipated that the early years of the operation of the new 
Act will be very toilsome ones for many general practitioners, 
pending the training of a sufficient number of recruits. Cases 
of hardship are likely to arise, and something like trade union 
methods may be necessary to ensure that a practitioner with 
a just grievance can rely on the support of his combined 
fellow-practitioners. 

In the matter of collective bargaining we do not appear to 
have had any distinctive successes in the past. The Spens 
Committee has shown (perhaps not yet to the satisfaction of 
the Minister of Health) that for many years general practi- 
tioners were underpaid, yet in spite of approaches to successive 
Ministers of varying political convictions we observed during 
the inter-war period the movement of the capitation fee from 
the ceiling down. And there exists in the mind of the layman 
a delusion that the B.M.A. is a very powerful trade union. 
Observe his look of mingled suspicion and incredulity when 
he is informed that the B.M.A. is not a trade unicn at all. He 
does not know, and many members seem to be unaware, that 
the Memorandum of Association of the B.M.A., confirmed by 
the Chancery Division of the High Court of Justice, contains 
a prohibition as follows: “ Provided that the Association shall 
not support with its funds any object or endeavour to impose 
on or procure to be observed by its members or others any 


regulation restriction or condition which if an object of the 
Association would make it a trade union.” 

There already exists what may be termed in these columns 
“a certain union,” with a membership that is far from negli- 
gible. Is it too much to hope, in these critical times, that a 
rapprochement might be effected in an effort to promote con- 
certed action? The profession, having iost a certan amount 
of freedom, is forced to consider how far, in the interests of a 
shou!'der-to-shoulder system of defence, it is prepared to sub- 
mit to a self-imposed dictatorship within its own organization. 
General practitioners already have the framework in the Insur- 
ance Acts Committee and the Panel Committees. The personnel 
of the existing I.A.C. could, with their own assent and the 
approval of practitioners, assume the necessary functions as a 
collateral activity. Members would be asked to bind them- 
selves to act in accordance with instructions received. The 
financing of such an activity would presumably (at the be- 
ginning) be a legitimate charge on the National Insurance 
Defence Trust. A questionary might be sent round. Answers 
would vary according to temperament, politics, religion, socia! 
consciousness, etc, but the present seems opportune to sound 
the profession on the subject.—I am, etc., 

Glasgow. 


Sir,—I should like to congratulate Dr. W. Edwards (July 6. 
p. 27) on his splendid letter. I agree with every word of what 
he says; in fact, I mace a similar plea as strongly as I could 
at the last Special Representative Meeting. 

The issue before us is a simple one—it is a moral one— 
the choice between good and evil. The methods suggested in 
the Bill will lead inevitably to evil for the patients and our- 
selves. We must stick to our guns to maintain freedom in this 
country, and if we do we shall win. There are two ways of 
doing this. First, that every medical man at once send in his 
guarantee of at least £25 to the Guarantee Fund so that the 
profession can help those who may be temporariiy in financial 
difficulties as a result of their courage. Secondly, at the appro- 
priate time every man and woman in medicine who realizes 
the urgency of the great issue at stake must guarantee not to 
join the new service. I have no doubt that the majority of 
doctors in their heart of hearts disapprove of the totalitarian 
methods of the Bill. 

There is no need to strike. We can continue to treat and 
serve our patients. All we have to do is to refuse to join the 
new serv:ce, and from the Guarantee Fund to back each other 
up and maintain our unity—if we do not, every one of us and 
every cne of our patients will live to regret our failure to stick 
to cur moral principles—I am, etc., 

Reading. 


J. N. JAMIESON. 


S. F. LoGaN DaAHNE. 


Pay-beds in a Municipal Hospital 


Sir,—It may interest your correspondents to know of an 
experiment in the organization of pay-becs that has been suc- 
cessful here for fifteen years. Each general ward in this hos- 
pital contains 30 beds, and has three side-wards which are 
utilized for the nursing of cases requiring isolation, privacy. 
or special care.. The first full-time medical superintendent 
introduced their utilization, when not needed by ordinary hos- 
pital patients, for private patients who paid a weekly charge 
to include all investigations and treatment, including operation. 
This was so successful that when I took over nine years ago we 
introduced a further block of 20 single rooms on the same 
principle. The rooms are available to anyone, on their doctor's 
recommendation, who cares to pay for them. They are also 
used for ordinary ward patients when the side-wards are other- 
wise occupied (at the moment a large number are being used to 
house an overflow from the maternity department). Patients 
acmitted to these rooms are treated medically as any other 
hospital patient, they are under those members of the staff 
who see them as out-patients, or to whom they are referred by 
the medical superintendent. The terms of appointment of con- 
sultants to this hospital contain the proviso that they shall see 
and treat any patient in the private ward at the request of the 
medical superintendent, this without special fee, but that where 
the consultant’s advice is requested by the patient, or the 
patient’s own doctor, then the consultant can charge any fee 
he desires. This applies also in the case of any patient sent 
into the private ward at the request of the consultant. 
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This system has worked smoothly and to everyone’s satis- 
faction. The patients can obtain the privacy they desire if 
they care to pay for it, the facilities are available for other 
patients where, in the opinion of the medical officers, such iso- 
lation is indicated on medical or other grounds, and they provide 
a number of beds for fee-paying private patients. There is no 
control as to fees charged—they have varied from three guineas 
to a hundred. No salaried member of the staff may charge 
fees. 

Although it bears no relationship to the above, I should like 
to comment upon the remarks of Dr. G. C. Pether (July 13, 
p. 65) concerning administration in municipal hospitals. I have 
no hesitation in summarily dismissing from hospital any patient 
who is abusive, unnecessarily rude, or obstreperous. Where 
these characteristics are due to their illness we transfer them to 
a side-ward, or when mentally deranged to a mental observation 
ward in another hospital. I have a “ black list” of patients so 
discharged whom I refuse to admit again to hospital. In each 
case I note the reasons for such abrupt dismissal on the case 
card, giving names, times, and instances. So far no patient 
so dismissed has had the temerity to refer the matter to the 
hospital committee.—I am, etc., 


H. I. Derrcs, 


Halifax General Hospital. Medical Superintendent. 


Socialism and the Pay-bed 


Sir,—While sympathizing with the “refined, sensitive, and 
intelligent” mentioned in Dr. G. C. Pether’s letter (July 13, 
p. 65), who will doubtless suffer agony in a public ward, whether 
the next patient is “foul and obscene” or not, I cannot desist 
from pointing out that our Hippocratic oath should protect 
not only those who can pay for a private bed but also those 
who cannot. In my experience, the refined, sensitive, and in- 
telligent occur just as frequently in the one class as the other, 
and no patient, even if not very refined, cares for that other 
patient who is so foul and obscene. The first and most pressing 
need is a sufficiency of single beds for patients disturbing to 
the ward. It is scandalous that sick people, trying to get better, 
should have their days and nights made hideous by the worst 
horrors of illness and death, not to mention obscenity. 

On the other hand, the case of the patient who wishes to 
pay for a single room is one which must be considered, not 
only because of our oath, but because large numbers will refuse 
absolutely to go into a general ward—and what are we to do 
with them ? Are we to operate upon them in private houses 
or shall we have mobile units for operations ? Something will 
have to be done, as the patient is at liberty to refuse to enter 
a State hospital, and we cannot let them die, even if they do 
go on strike. 

Actually, the State should supply the mobile units free of 
charge, as the poor have as much right as the rich to refuse to 
enter a hospital and can more often base their refusal on 
appalling experiences in the past.—I am, etc., 

New Milton, M. G. H. Epwarps. 


Sim,—tThe resolution of the association representative of 
medical officers employed whole-time by the Middlesex County 
Council (June 1, p. 847), that “the pay-bed system in hospitals 
should terminate altogether; patients should receive extra 
privacy, etc., solely on medical grounds” would have come 
better from an organization that had first passed a resolution 
that its own members would no longer take advantage of the 
privacy of side-wards when they themselves are sick, unless, 
of course, they are afflicted by a malady that demands extra 
quiet. 

If I may spend as I wish when I am well (which seems pretty 
doubtful), why may I not do so when I am ill? Are invalid 
luxuries, such as grapes, to be prescribed “solely on medical 
grounds ” by the new medical priesthood?—I am, etc., 

London, W.1. A. PINEY. 


In the Words of Eliza Doolittle 


Sir,—Perhaps you will spare me a little more space to reply 
to Dr. A. S. Barr and Dr. E. Brauer (July 13, p. 67). Let me 
say at once that I regret having misjudged Dr. Barr’s intentions 
and willingly apologize to him for any unkind assumptions on 
my part that may not have been justified. However, I still 
think that‘the figure of £1,500 quoted by him appeared to be 


an essential part of his argument and that it suggested an 
attempt on his part to prejudge the Spens Report and the 
probable remuneration under the new health scheme. Despite 
the advice of the B.M.A. Council, one has heard too many of 
our colleagues complaining bitterly to the public that the 
Government intends to grossly overwork and underpay them, 
and I took this to be another, piece of this admittedly bad 
propaganda. If Dr. Barr had mentioned the figure of £10,000, 
his whole argument would have collapsed, for I will bet my 
boots that every member of his Spens Committee would have 
accepted the job on the spot, door-bell and all. 

But surely, Sir, the doctors in industrial districts must partly 
blame themselves for their conditions and their poor returns 
for their work. I am not unfamiliar with working-class 
practice, and there are several ways in which I think they 
could help themselves, provided always that they can co-operate 
and not indulge in cut-throat competition. For example: 
mutual arrangements to “look-out” for one another on half- 
days and alternate Sundays ; evening surgery hours from, say, 
5 p.m. to 7 p.m., instead of from 6 p.m. to 8 p.m., or even later ; 
arrangements with local chemists to dispense medicine for their 
patients ; refusal to accept club patients for less than 6d. per 
week (a sum that can be afforded by anybody except in the 
case, perhaps, of unemployed persons with large families) ; the 
fixing of a reasonable minimum fee instead of the fantastic 
one shilling, including the medicine, which was the rate in the 
practice in which I once worked as an assistant ; and so forth. 

Finally, it may interest many young doctors to know that a 
few months ago, when seeking a place to settle after being 
demobilized from the Forces, I was assured by a well-known 
medical agent that the only hope of making a large income was 
to go to the industrial Midlands or North. He said that prac- 
tically all the small practices were in the over-doctored South. 
The advertisements in the B.M.J. certainly suggested that he 
was right, but I decided on pure air and poverty. However, 
either the agent or Dr. Brauer must be wrong, and it would 
be interesting to know if one of the official Spens Commitiece 
could enlighten us on the point.—I am, etc., 


Margate. M. CURWEN. 


Psychology in the Child’s Education 


Sir,—I hope that in his doubts about the wisdom of “ teach- 
ing the teachers” Dr. Michael Fordham (July 13, p. 62) is 
referring only to that type of teaching which consists of dog- 
matic statement. The admitted fact that we, as doctors, have 
much to learn from the teachers about the child does not in 
any way controvert the fact that teachers have much to learn 
from us about the child. Dr. Fordham reminds us that we are 
“Jiving in glass houses,” but if that is so, pulling down the 
blinds may be as unwise as throwing stones. 

The education of the child is society’s process of arming and 
training him for a healthy life in the fullest sense. If that pro- 
cess fails in any respect its failure is in some part the concern 
of the doctor. An examination system which, by demanding 
too-early specialization, prevents a child from being educated 
in accordance with his aptitudes ; a worship of “ scholarship 
prestige ” which drives the child along an academic route of 
study when his temperament is far better suited to a practical 
career ; a concentration upon the acquisition of facts rather than 
upon the development of wisdom and judgment—all contribute 
their measure to those physical and mental ills which are born 
of frustration and maladjustment in adolescence and adult life. 
It is quite clear that some teachers and educationists know 
these things very well. From the slowness with which such 
faults are being remedied—even the most recent official pro- 
nouncements on the reorganization of examinations go only 
a short way—we may deduce that the knowledge is not as 
widespread as it might be. In that case, it is likely that the 
teachers who “already know” might be helped and encouraged 
by the knowledge that medical opinion is on their side. 

If health be accepted as one of the major aims of life and, 
therefore, as a major aim of social organization, medicine has 
a duty of social leadership. More urgently, it has the duty to 
fit itself for social leadership. The doctor must speak, but he 
must also listen, criticize, and also invite criticism. Let us 
beware, in Dr. Fordham’s words, of “setting ourselves up as 
authorities in the realm of another profession,” but let us 
remember that the doctor and the teacher are both authorities 
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in the wider field of human well-being. Unless they co-operate 
frankly and fully in this field, the outlook for the future of 


social medicine and, we might add, for humanity itself, is most. 


unpromising. 

The issue is an important one, having implications outside the 
immediate matter of teaching. I would suggest that a large 
and important part of social medicine is the influencing of 
social activities in the interests of human welfare, and that this 
question, “Is it proper for the doctor to assume the role of 
constructive social critic?” is one which needs an early 
affirmative answer from the profession as a whole.—I am, etc., 


Accrington. JoHN D. KERSHAW. 

Sir,—Dr. J. A. McCluskie’s letter (July 13, p. 62), which you 
printed with mine, prompts me to make some further reflections. 

It is not, I hope, necessary to draw the attention of our pro- 
fession to the traumatic incidents, resulting from children going 
into hospitals, which produce gross psychopathological changes ; 
these are already recorded. We do not, as Dr. McCluskie 
suggests, want tactful psychiatric treatment of children going 
in and out of hospitals. What we require is ordinary humanity. 
According to my experience doctors and nurses in hospitals 
concentrate so much on getting children physicaily well that 
almost all their attention is directed towards. this aim. Con- 
sequently nobody notices what kind of feelings the child has 
when his mother comes and goes from hospital, unless they 
be of the grossest kind. Moreover, the staff are only too often 
prepared to avoid emotional demonstrations at almost any cost, 
quite regardless whether the “scene” may be desirable or 
undesirable for any particular child. 

One finds at the end of Dr. McCluskie’s letter the somewhat 
odd statement, presumably derived from Dr. Winnicott’s letter, 
about deliberately keeping children sad. The point at issue is 
this: so long as children are expressing ordinary human feel- 
ings, one of which, though probably the most important, is 
sadness when their mothers go away, everything is all right in 
the relationship between mother and child; but directly the 
ordinary feelings stop then the child is mentally ill. This is 
something which any average human being could know. These 
kinds of realities may or not be revealed by statistics and 
“evidence.” They depend on the emotional capacity of the 
person observing, whether they are seen or not. They are none 
the less absolutely vital, not only, I would suggest, to the child’s 
mental, but also his physical health. 

It seems to me a devastating commentary on medical sophisti- 
cation that in order to understand simple human feelings it 
should be thought necessary to do control experiments and 
collect “evidence.”—I am, etc., 


London, N.W.1. MICHAEL FORDHAM. 


The London College of Osteopathy 


Sir,—I was greatly surprised, on turning over the pages of 
the Lancet, to find an advertisement inserted by the above 
college stating that it intended to teach osteopathy to registered 
medical practitioners. Not so long ago the medical profession, 
with the help of the British Medical Association, very right!y 
fought and prevented the official recognition of osteopathy in 
England, on the grounds that fundamentally the basic principles 
were wrong and the teaching by the then existing college was 
inadequate Presumably the osteopaths have put their house in 
order, and now, at this time of unrest in medicine through the 
return of practitioners from the Forces and its transition into 
State medicine, hope to coax practitioners to take a nine months’ 
course, for which a diploma may be given. The erroneous 
basic principles of osteopathy are still there. 

There are several excellent books on manipulation by British 
authors. The benefits obtained in certain conditions by gentle 
manipulation without anaesthesia or the more forcible ones with 
anaesthesia are well known and practised now by many ortho- 
paedic surgeons and physiotherapists throughout the country. 
It would appear that the British Osteopathic Association at this 
stage hopes to gain official recognition by teaching and bringing 
into its ranks registered medical men. I consider it most impor- 
tant that the medical profession should at this time dissociate 
itself from this association.—I am, etc., 


London, W.1. W. E. Tucker. 


Obituary 


SIR E. KAYE LE FLEMING, M.D. _ 
Former Chairman of Council, British Medical Association 


We announce with deep regret that Sir Kaye Le Fleming died 
on July 16. He was one of a small group of able men who 
exercised a decisive influence on the policy of the British 
Medical Association during those creative years in the interval 
between the two wars. He had already done much in his own 
locality, but his voice was first heard in the central council of 
the Association in the early *twenties. So evidently was it the 
voice of a leader that before the middle of that decade he was 
marked out for high office. For five years he was chairman of 
the Annual Panel Conference ; 
ihen after a short interval came 
his three years’ chairmanship of 
the Representative Body, and 
this was followed by five years 
as Chairman of Council, from 
which he retired at the Aber- 
deen Meeting just before the 
outbreak of the last war. His 
exceptional gifts of leadership 
were shown alike in the control 
of large assemblies and in the 
intimate give and take of small 
committees, in the shaping of 
major policy, and in the con- 
duct of routine business. 

“E.K.,” as he came to be 
affectionately known in_ this 
office, was born in 1872, the 
fifth son of John Le Fleming, 
an Army coach of Eton House, 
Tonbridge, Kent, and a greatly 
respected figure, known far and wide as the “ Preceptor.” The 
establishment was afterwards carried on by the eldest son, 
John, a famous all-round athlete—double blue at Cambridge, 
Kent cricketer, footballer, and hockey player, English rugger 
cap, and figure-skating champion at Davos. Another brother, 
Canon Hugh Le Fleming, a!so won fame as an athlete, and in 
his year was president of the Cambridge team in the inter- 
university sports. “E.K.” himself was a good club cricketer, 
and in 1894 and 1895 he represented Cambridge at golf against 
Oxford—a game at which his skill continued for many years. 
Through his mother, a sister of Sir Ralph Neville, judge of 
the High Court, Chancery Division, he inherited the lawyer's 
clear mind and effective speech. His grandfather, Henry 
Neville, was a surgeon at Esher. The Le Flemings were one 
of several notable Tonbridge families who excelled at work 
and games, and “E.K.” married into another; his wife was 
Florence Murton Beeching, daughter of Arthur Beeching, 
banker, J.P. for the county of Kent. 

After a distinguished career at Tonbridge School he won a 
leaving exhibition and went up to Clare College, Cambridge, 
in 1891, and having graduated B.A. in 1894 he entered 
St. George’s Hospital. He qualified in 1898. and took his 
Cambridge medical degrees in the following year. At 
St. George’s he was house-physician and house-surgeon and 
assistant surgical registrar. Soon afterwards he settled in 
practice at Wimborne in a partnership of which later he 
became the head. As at Tonbridge, Cambridge, and 
St. George’s, so in Dorset he identified himself with the life 
of the place, and soon stood out as a man of mark. His 
commanding figure and resonant voice were the outward 
expression of personal qualities above those of the ordinary 
man. 

In Dorset, from the inception of national health insur- 
ance—that is, from 1912 onwards—he took a leading part on 
the Panel and Insurance Committees, and became chairman 
of the former. Dorset was one of the areas in which con- 
flicting interests sometimes became acute, but “E.K.” always 
bore in mind that the honour of the profession must be main- 
tained and the rights of the insured person safeguarded. In 
later years he became a member of the Ministry of Health 
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Advisory Committee on national health insurance disciplinary 
procedure. It need scarcely be said that he filled all the local 
offices in the British Medical Association. He was in turn 
honorary secretary and chairman of the Bournemouth Division 
and president of the Dorset and West Hants Branch. 

From this thorough grounding in local administration and 
policy he went on to take an increasingly important part in 
central affairs. He joined the Council in 1922, being one of 
the twenty-four members elected by the Branches of the United 
Kingdom. In 1924 he was elected chairman of the Annual 
Panel Conference, and the first of these assemblies over which 
he presided was also the first to be held in the Great Hall at 
B.M.A. House. In 1931 he was elected Chairman of the 
Representative Body, and then in 1934, when the Annual Meet- 
ing was held in his own constituency, at Bournemouth, came 
his unanimous election to the Chairmanship of Council. In 
accepting office, he said that he was busily engaged. in -practice 
and could not promise to devote the time which might be 
expected of him to the routine work of committees, but he 
thought it an advantage, as did his fellow councillors, that. the 
chairman should be an active practitioner. In presiding over 
the Council he showed himself a master in getting through a 
long and complicated agenda without any sense of hurry or 
injustice. 

When in 1941 the Council resolved to award him the Gold 
Medal of the Association in recognition of his distinguished 
work for the B.M.A. and the profession; the address expressed 
cogently an appreciation of this aspect of his work: 


“. . First, on occasions not a few you have been called upon, 
and particularly as Chairman of Council, to represent the Associa- 
tion in pubiic or semi-public, social or intra-professional functions ; 
and again, in more severe service, to negotiate and discuss legislative 
and administrative proposals with representatives of H.M. Govern- 
ment and other public bodies. Each of these engagements has its 
own claim and opportunity, and on the verdict of your fellow- 
representatives you have ever proved equal to the event and have 
secured a presentation of the Association worthy of its status and 
traditions. 

“Secondly, it is to be observed that while maintaining a high 
level of interest in the general administrative service of the Associa- 
tion, you have applied a particular attention to developments which 
offer to the medical profession an opportunity to apply its specialized 
skill and knowledge to the general welfare of the community, and 
this both in the prevention of disease and also in the promotion 
of health. Medicine, you have recognized, is in its widest applica- 
tion a mode of social service which aspires to contribute to the 
welfare, efficiency, and happiness of the whole body of the people. 
Particularly in the work of the Association’s Committees concerned 
with Nutrition and with Physical Education you have provided both 
enthusiasm and direction, and have thus at one and the same time 
recognized a professional obligation and served well the cause of 
public policy. That these services have received official recognition 
is a welcome event to the profession generally, and particularly to 
those who have been associated with you in various public offices 
and responsibiiities.”’ 


The report of the Nutrition Committee in 1935 was widely 
acclaimed by the general public as an excellent and timely 
piece of work, and although the credit must be shared by 
many, Le Fleming’s hand was felt in it throughout. To the 
work of the Physical Education Committee he brought initia- 
tive, special knowledge, and experience. He himself had been 
medical officer of Canford School, a large public school for 
boys at Wimborne, since its foundation. He was also a vice- 
president of the Medical Officers of Schools’ Association, and 
often contributed to its proceedings. The report of the com- 
miitee, published in 1936, also attracted widespread attention, 
and its chairman was made a member of the Medical Advisory 
Committee to the Ministry of Health on the subject of physical 
fitness. He was also the representative of the B.M.A. on the 
Central Council for Recreative Physical Training. A_ brief 
mention must also be made of another committee of the 
Association on which he had long experience, namely, the 
Parliamentary Elections Committee, charged with the duty of 
securing, aS opportunity offers, suitable representation of 
medical views in Parliament. Whoever conceived the idea 
of a Medical Planning Commission, its constitution and terms 
of reference owed much to Le Fleming’s suggestions. 

Sir Kaye Le Fleming became a member of the General 
Medical Council in 1928. He was elected a direct representa- 
tive for England and Wales, and headed the poll. He was 


returned again unopposed in 1933, and was re-elected a few 
weeks ago for a further term. He sought above all things 


.the welfare of the general practitioner. No doubt he would 


have had a successful career in any branch of medicine, but 
he preferred general practice to specialization, and counted 
himself fortunate to practise in an area which gave him experi- 
ence of every side of general practice, insurance and private, 
rural and urban. His Introduction to General Practice, 
published in 1936, summarized his ideas concerning this great 
primary branch of the profession. ‘ 

“E. K.” had many aspects, all of them engaging. One phase 
of his personality was seen in business meetings, where he 
never spoke without illuminating the subject, often swaying 
the decision. As chairman he was most admirable. Never 
once in his long series of chairmanships, in the recollection of 
the writer, did he allow a meeting to get into a difficulty as 
to procedure. A different phase was seen in his professional 
work in an old-world country town whose roots went far back 
into the past. One speaker at a dinner likened him to an 
ancient abbot of Wimborne presiding over submissive monks. 
He was a member of the urban district council, had written 
largely on the history of his county, and was honorary 
secretary for Dorset of the London Society of Antiquaries. 
Among his other accomplishments was a considerable know- 
ledge of antique furniture, and with this he managed to combine 
a zest for so modern a thing as motoring ; he was regarded as 
a pioneer of motoring in Dorset. His active interest in this 
Journal, and the powerful support he gave to its editors over 
many years, are things that must be recorded with gratitude 
here. He was a true friend and wise counsellor, constructive 
in criticism, and openly appreciative of good work. 

The honour of knighthood was conferred upon him in 1937. 
He received the M.D. degree honoris causa at Dublin during 
the Annual Meeting there in 1933, and a like honour at 
Melbourne, to which he went with the representatives of the 
Association on the “ World Tour” in 1935. The sympathy 
of all who knew him goes out to Lady Le Fleming and their 
two sons. 


Mr. H. S. SouTTAR writes: 


I first met Le Fleming at Netley in 1917, when we worked 
together at the Red Cross Hospital, and he stands out in my 
memory of those days both as a sound physician and a delight- 
ful companion. He had a knowledge of the world and a 
breadth of outlook which were quite exceptional, and I first 
learnt from him how wide and how deep can be the human 
interests of general practice. When after the war we met 
again at the Annual Meetings of the B.M.A. I was still more 
impressed by his wisdom and his knowledge of affairs. Con- 
tact with him was in itself an education in new fields of medical 
thought, and I am sure that many will feel with me the debt 
we all owed to his enterprise and inspiration. For years the 
Association held the chief place in his interest, and he made 
many sacrifices on its behalf. To its councils he brought 
dignity and wisdom and a felicity of speech which often carried 
difficult problems to a happy solution. He was an ornament 
to his profession, but those of us who had the privilege of his 
friendship will always remember him as the best of friends. 


A memorial service for Sir Kaye Le Fleming will be held at 
Wimborne Minster on Wednesday, July 31, at 2.30 p.m. 


The death of Dr. BINNIE DUNLOP on July 15, at Bracknell, 
removes an enthusiastic member of the group of social 
reformers who brought birth control into the foreground 
during the early years of this century. He was the last 
surviving son of James Dunlop, M.D., of Glasgow, where he 
was born in 1874. From King William’s College, Isle of Man, 
he went to the Glasgow High School, and thence to the 
University of Glasgow. After graduating M.B., Ch.B. in 
1898 he was house-physician and house-surgeon at the 
Victoria Infirmary, and thenceforward interested himself 
mainly in medical sociology. He served as a civil surgeon 
during the South African war, and in the latter part of the 
war of 1914-18 as a temporary captain in the R.A.M.C. From 
1913 to 1918 he was treasurer and honorary secretary of the 
Malthusian League and then became vice-president of the 
New Generation League; he was also an active worker for 
the Eugenics Education Society. Dr. Dunlop published the 
Malthusian essay of 1909 under the title ‘“ National Happi- 
ness under Individualism,” and six years later an article, “ The 
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Truth about Birth and Death Rates,” in the X/X Century. 
He contributed to the report of the International Birth Control 
conference in 1921 and frequently sent notes or short letters to 
the medical journals. He had been a member of the B.M.A. 
for 44 years. 


Dr. JOHN OsBERT WILSON died at Huntly, Aberdeenshire, on 
July 16 in his 93rd year. The son of George Wilson, M.D., 
he was born at Huntly on Aug. 8, 1853, and studied at the 
Universities of Aberdeen and Edinburgh, graduating M.A.Aberd. 
in 1873, M.B.,-C.M. in 1876, and M.D. in 1878. Settling in 
practice in his native town, Dr. Wilson became M.O.H. for 
the burgh of Huntly, joint medical officer to the local cottage 
hospital, and medical officer to the Alexander Scott Hospital. 
A keen volunteer, he reached the rank of major, R.A.M.C.(T.), 
attached to the 6th Battalion Gordon Highlanders, and received 


’ the Volunteer Decoration. He was elected a member of the 


B.M.A. in 1880. In the spare hours of a long professional life 
he enjoyed angling and the study of local flora and fauna. He 
eg a public presentation on retirement from active work 
in 


Universities and Colleges 


UNIVERSITY OF SHEFFIELD 


At a meeting of the University Council, held on July 12, Dr. G. R. 
Osbern was appointed honorary demonstrator in pathology. The 
Council received the resignations of Dr. A. Wilson and Dr. J. H. 
Hale of the posts of lecturer in pharmacology and therapeutics and 
assistant bacteriologist and demonstrator respectively, and thanked 
them for their services. 


UNIVERSITY OF LEEDS 


The following candidates have been approved at the examinations 
indicated : 

M.D.—A. G. Hick. 

Finac M.B., Cu.B.—Part 1: Emma M. H. Albinson, ‘Ruth M. Bowker, 
G. Castle, Alice M. Clulow, J. P. F. Cook, 'R. E. Coupland, J. S. Crawford, 
‘Charlotte Feldman, 2R. M. Gaunt, J. A. Gawthorpe, A. E. W. Gregson, Diana J. 
Haiste, G. B. C. Harrop, R. A. Holman, L. J. Ison, Barbara Jennings, J. R. Jolly, 
Gladys A. Kitching, A. T. Levine, Evelyn R. Lewis, '2G. W. Lewis, Ida Mather, 
D. H. Miller, N. E. Nathanson, B. G. Peet, A. P. Phillips, V. H. Redcliffe, 
Dorothy P. Russ, J. H. Rust, Catherine M. Rycroft, B. K. Scott, J. H. D. Smith, 
P. M. Smith, Joan C. Stephens, 'Elaine M. Sunderland, ‘J. N. S. Taylor, J. D. 
Thornton, G. C. Turner, L. Vinegrad, Joan L. Walls, 2H. M. White, G. Wilson. 


1 Distinction in Forensic Medicine. 2 Distinction in Public Health. 


UNIVERSITY OF MANCHESTER 


The following candidates have been approved at the examination 
indicated : 


M.D.—F. H. Bentley (with commendation), W. Fielding, F. Fletcher (gold 
medal), D. Shute. 


UNIVERSITY OF EDINBURGH 


The University Court has received the resignations of two lecturers 
in the Faculty of Medicine, each appointed to a chair in another 
university. Robert Walmsley, M.D., senior lecturer in the Depart- 
ment of Anatomy, has been appointed Bute professor of anatomy 
in the University of St. Andrews ; Ian Aird, Ch.M., F.R.C.S.Ed., 
lecturer in the Department of Surgery, has been appointed to the 
chair of surgery at the British Postgraduate Medical School, 
University of London. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


The following surgery lectures will be delivered at the college 
{Lincoln’s Inn Fields, W.C.) at 5 p.m. on each day: Oct. 21, 
Prof. Harry Platt, Localized Cystic Lesions of Bone; Oct. 22, 
Mr. Geoffrey Keynes, Surgery of the Anterior Mediastinum ; 
Oct. 23, Mr. A. C. Palmer, Aetiology, Symptoms, and Treatment of 
Procaedentia; Oct. 24, Mr. W. B. Gabriel, Causation and Treat- 
ment of Anal Incontinence; Oct. 25, Mr. R. C. Brock, Surgery 
of Lung Abscess; Oct. 28, Mr. R. J. McNeill Love, Surgery of the 
Gall Bladder and Common Bile Duct; Oct. 29, Mr. A. E. Porritt, 
The Value of Penicillin in Surgery; Oct. 31, Prof. Geoffrey 
Jefferson, Surgery of Intracranial Aneurysms; Nov. 1, Prof. C. A. 
Pannett, Pancreatic Surgery; Nov. 4, Mr. Terence Millin, Surgery 
of the Prostate ; Nov. 5, Mr. J. B. Hunter, Surgical Treatment of 
Pulmonary Tuberculosis; Nov. 6, Prof. R. St. Leger Brockman, 
Intestinal Obstruction. 

Fellows and Members will be admitted free of charge, but must 
apply for a card of admission. A fee of £5 5s. will be charged in 
the case of others. Tickets may be obtained on application to the 
secretary. 


At a meeting of the Council held on July 11, Sir Alfred Webb- 
Johnson, Bt., was elected President for the sixth year; Sir Heneage 
Ogilvie and Sir Cecil Wakeley were elected Vice-Presidents. 

Leverhulme Research Scholarships were awarded to Mr. B. W. 
Rycroft (“* The Surgery of Corneal Grafts’) and Mr. David Barker, 
(“ The Recovery of Proprioceptor Function after Nerve Injury ”’), 
and the seventeenth Macloghlin Scholarship was awarded to J. P. H. 
Davies (Lewes County School). 

The following appointments were made for the ensuing year: 


Hunterian Professors—Mr. Guy Blackburn, one lecture on 
Thoraco-Abdominal Wounds in Modern War; Mr. R. H. Franklin, 
one lecture on Congenital Atresia of the Oesophagus; Mr. H. A. 
Haxton, one lecture on Regeneration after Sympathectomy and its 
effects in Raynaud’s Disease ; Mr. John Howkins, one lecture on 
the Movement of the Diaphragm after Operation; Mr. Harvey 
Jackson, one lecture on the Association between certain Anatomical 
Facts, Normal and Morbid, and the Symptomatology of Interverte- 
bral Disk Protrusions in the Lumbar Region; Mr. J. B. Macalpine, 
one lecture on Growths of the Renal Pelvis and Ureter; second 
lecture on Bladder Growths, with Special Reference to Growths 
occurring in Workers in Aniline Dyes; Mr. Joseph Minton, one 
lecture on Occupational Eye Diseases and Injuries; Mr. R. W. 
Nevin, one lecture on the Surgical Aspects of Intestinal Amoebiasis ; 
Mr. H. W. Rodgers, one lecture on the Post-operative Course of 
Gunshot Wounds of the Abdomen; Mr. E. R. Smith, one lecture 
on Intestinal Decompression in the Treatment of Acute Obstructions ; 
Mr. F. G. St. C. Strange, one lecture on the Place of Plastic Pro- 
cedures in the Preparation of Amputation Stumps for Limb Fitting. 

Arris and Gale Lectures—Prof. Lambert Rogers, one lecture on 
Ligature of .Arteries, with Particular Reference to Carotid Occlusion 
and the Circle of Willis; Mr. F. F. Rundle, one lecture on the 
Anatomy of Exophthalmos; one vacancy. 

Erasmus Wilson Demonstrators—Mr. J. T. Chesterman, one 
demonstration on the Pathological Contents of the Museum, show- 
ing Intestinal Obstruction; Mr. V. Zachary Cope, one demonstration 
on Actinomycosis; Mr. L. W. Proger, two demonstrations; Mr. 
R. W. Raven, two demonstrations, on (1) Diseases of the Pharynx 
and Oesophagus and (2) Melanoma and Related Tumours. 

Arnott Demonstrator.—Six vacancies held in abeyance pending 
appointments to the Department of Anatomy. 


Diplomas 


A diploma of Fellowship was granted to J. R. M. Miller and 
diplomas of Membership to E. I. Bieber and Janet Sutherland. 

Diplomas were granted, jointly with the Royal College of 
Physicians of London, to the following successful candidates: 


DIPLOMA IN TROPICAL MEDICINE AND HyGIENeE.—Ada Barnett, G. V. Blaine, 
J. A. Campbell, A. H. R. Coombes, A. R. Darlow, J. de Zulueta, K. V. Earle, 
E. Fletcher, D. W. Gould, Y. G. Gupte, H. Y. Hain, T. H. Harrison, W. Hartston, 
S. W. Hinds, P. J. Jhaveri, J. W. L. Kemp, W. E. Kershaw, P. M. Luhar, E. A. 
Lumley, A. McGregor, D. H. Mackay, M. S. Moitra, A. H. Mousa, A. K. Ng 
Chhung Hin, P. Rau, H. A. A. Ragab, M. T. Read, A. F. Russell, P. W. J. Searle, 
B. A. Stoli, Alizon F. Stookes. 

DIPLOMA IN PsYCHOLOGICAL MeEpicineE.—W. V. Bremner, J. C. D. Carothers, 
G. S. Clouston, J. P. Dewsbery, L. A. Finiefs, Joan Fitzherbert, M. Hamilton, 
W. L. Hardman, H. B. N. Jennings, J. Milne, E. W. Rees, A. P. Russell, Myre 
Sim, E. D. Taylor, R. L. Whitman, H. G. Williams, W. Warren. 

DIPLOMA IN LARYNGOLOGY AND OTOLOGY.—R. Barraclough, J.C. Delap, H. D. 
Fairman, S. Gnessen, K. Harrison, L. H. Hiranandani, T. B. Hutton, P. H. 
Jobson, R. S. McCrea, J. F. O. Mitchell, E. N. Owen, T. A. Quilliam, H. D. 
Raffan, C. Remington-Hobbs, J. A. Seymour-Jones, H. M. Urquhart, L. E. Wood. 


The Services 


DEATHS IN THE SERVICES 


Lieut.-Col. WiLL1AM Maurice ANDERSON, C.I.E., died after a short 
illness on July 8 at Hove in his 73rd year. He qualified from 
the London Hospital in 1897 and entered the Indian Medical Service 
in 1901. He subsequently took the London M.B. and B.S. degrees, 
the M.D. in 1904, and also the D.T.M.&H.Cambridge. He served 
in the 1914-18 war in Persia and Iraq and was twice mentioned in 
despatches. His work on the civil side was in the political depart- 
ment, during which he held the important appointments of Chief 
Medical Officer of the North-West Frontier Province in 1920 and 
Residency Surgeon, Hyderabad, in 1928. He was awarded the C.L.E. 
for his military service, retired in 1928 and lived at Fleet, Hants. 
He was a sound all-round medical officer. A member of the British 
Medical Association for 27 years, he held office as honorary secre- 
tary of the Hyberabad branch in 1925-6 and president in 1926-7. 


As a token of gratitude for medical attendance to Swedes during 
the war, Sweden recently presented an x-ray plant to the National 
Hospital in London. It includes a Swedish invention in this field, 
a precision apparatus for cranial radiography constructed by Prof. 
Erik Lysholm, chief of the radiographic section of the Serafimer 
Hospital in Stockholm, and built by the firm of G. Schénander. 
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Medical Notes in Parliament 


HEALTH SERVICE BILL 
REPORT STAGE 


The House went into Committee on recommittal of the 
National Health Service Bill on Monday, July 22. 

On Clause 16 an amendment was agreed to giving the hospital 
management committees power to carry out research. 

On the motion that the clause, as amended, stand part of the 
Bill, Sir A. HERBERT said that teaching and research were the 
primary functions of the universities, yet there was no reference 
to the universities in the clause. This was a highly unsatisfactory 
situation and the universities took a most serious view of it. 

Mr. BEVAN said the universities were in an entirely different 
position. They could conduct research in their own right, and 
no one desired to interfere with them. The clause, as amended, 
was ordered to stand part of the Bill. ‘ 

A new clause was moved by Mr. Key. Its object was to 
enable accommodation to be provided for district nurses and 
midwives in rural areas. The clause was read a second time 
and added to the Bill. 


FUNDS OF VOLUNTARY HOSPITALS 


Commander MAITLAND moved a new clause placing on the 
Minister of Health the responsibility to ensure that where the 
need existed hospitals should be provided, during the interim 
period before their transfer to the State, with sufficient funds to 
enable them to maintain efficiency. The clause would remove 
the uncertainty which existed in the minds of those responsible 
for managing voluntary hospitals. He thought there would be 
no falling off in subscriptions if it were accepted. 

Mr. Bevan said he had power to assist a hospital that got 
into difficulties. Everyone wanted to try to foster the enthu- 
siasm and activities of voluntary hospitals in the intervening 
period before they were taken over, but the House of Commons 
could not give a blank cheque. There would have been nothing 
wrong if he had taken all the endowments and used them for 
general hospital purposes. That was what they were for. Now 
there was a complaint from Opposition members that in the 
intervening period before the hospitals were taken over they 
should be asked to use their money for the reason for which 
it was given. He had appealed to the voluntary hospitals to 
try to maintain themselves at maximum efficiency, and to people 
to continue their contributions to the hospitals. The bulk of 
the money for the voluntary hospitals came not from the rich 
people but from the poor, who would maintain their contribu- 
tions. It was the well-to-do, in some instances, who would not 
maintain their contributions because the voluntary hospitals 
were to be taken over by the State. Where voluntary hospitals 
got into trouble and the efficiency of their service was likely 
to be impaired by financial conditions over which they had no 
control, they could come to him and seek assistance. The cir- 
cumstances of each particular case would be taken into account, 
but no general promise could be given. 

Mr. WILLINK asked if the Minister would disclose from what 
authority he Cerived the power to which he referred. Mr. 
BEVAN Said that there were a variety of powers under which it 
was possible to do this and assured the House that there was no 
difficulty in the provision of money for hospitals in financial 
difficulties for reasons over which they had no control. The 
new clause was negatived by 228 votes to 107. This completed 
the recommittal stage and the Report stage was begun. 


POWERS OF COUNTY COUNCILS 


Mr. Lipson moved a new clause to permit delegation of cer- 
tain powers of county councils to boroughs within the counties. 
The powers related to the care of mothers and young children, 
the employment of midwives, health visiting, home nursing. 
vaccination and immunization, ambulance service, prevention of 
illness, care and after care, and domestic help. 

Mr. BEVAN said that the new clause would wreck the Bill. 
If the question of delegation had to be considered before the 
health authorities, the county and county borough councils, 
were able to present their schemes, the new health services 
would not get into operation by April, 1948, possibly not before 
1949 or 1950. He agreed that the supervision of the health 
service must be made as local as possible, but that was already 
provided for in the Bill. The new clause was negatived by 218 
votes to 115. 

A long discussion took place on an amendment to Clause 7, 
moved by Mr. REID, to provide that endowments should not 
go into a general pool, but should reside in the hands of the 
hospital management committees set up under the Act. The 
present proposals of the Government, he said, discouraged 


efforts to keep the hospitals going at their fullest efficiency until 
they were taken over. 

Mr. BEvAN said that the money in question could quite 
properly have been taken by the Government and put into the 
Exchequer for general hospital purposes. Endowments of 
teaching hospitals were to be treated separately. If people who 
had made endowments to particular hospitals could look down 
on the deliberations of the House they would be very pleased 
that their benefactions were to serve a wider area of the 
community. 

Mr. WILLINK said that it was obvious that the Government 
and their supporters were unanimously in favour of the view 
that there was no harm whatever in diverting funds of donors 
and subscribers. The Opposition, on the other hand, could see 
no justification for flouting the wishes of these donors. The 
amendment was defeated by 249 votes to 107. 

Commander GALBRAITH moved the first of a series of amend- 
ments to exclude gratuitous covenants from encowments trans- 
ferred under the Bill. He said that these were moneys which 
persons had covenanted to pay to voluntary hospitals over a 
period of years and that it was indefensible that they should be 
diverted from the purpose for which those who covenanted to 
give them had intended. : 

Mr. BEVAN said that at the moment these gratuitous cove- 
nants were the legal property of the voluntary hospitals and 
therefore ought to be transferred along with the oth:. endow- 
ments. The amendment was negatived by 255 votes to 110. 


L.C.cC. AND METROPOLITAN BOROUGHS 


On Clause 19 Mr. WILLINK moved an amendment to secure 
the delegation by the L.C.C. of its functions, relating to certain 
health services, to the metropolitan boroughs. He said the 
removal of these functions from the large local authorities with- 
out consultation with them was a grossly tyrannical act. It was 
strange to find the Parliamentary Secretary to the Ministry 
putting forward views on this matter exactly contrary to those 
he pressed so strongly in discussions between the metropolitan 
boroughs and the L.C.C. ; the fervid advocacy in public affairs 
of views which were not one’s own was anything but sincere. 
If the Parliamentary Secretary now expressed surprise, was one 
to understand that Ministers believed it to be sincere in public 
affairs to advocate policies in which they did not believe ? 

Mr. BEVAN said he regretted that Mr. Willink had repeated 
offensive language he had used in Committee about the Parlia- 
mentary Secretary, who was speaking in a representative capacity 
at the time as chairman of the standing joint committee and 
was expressing a view he had been asked to put up by his 
colleagues. Taking into account the shifting population, the 
problem of Greater London, the creation of new towns, and the 
establishment of new relations between the local government 
units, the whole position of the London area was in a state of 
flux, and one of the main provisions of the Bill should not be 
changed in order to meet a situation which in the nature of 
things was bound to be transcended. He was following, in the 
case of London, the same principle he had applied to the rest of 
the country, and to make exceptions in London would lay him 
open to attack from the other authorities. It would be part of 
his duty to see that as much decentralization as possible was 
brought in, and it might be that in many places area committees 
would be a better solution of the difficulties. The amendment 
was negatived by 224 votes to 99. 

Further consideration of the Bill was adjourned. 


X-ray Equipment 


Asked on July 11 whether the Minister of Supply was aware 
of the difficulties experienced by hospital authorities in this 
country in obtaining x-ray equipment, Mr. WILLIAM LEONARD 
replied that he did not know of a general difficulty in obtaining 
this equipment. There was, however, difficulty in obtaining 
replacements for apparatus of German manufacture. Alterna- 
tive types of valves were now available and the manufacture of 
tubes was being developed. 

Mr. Key stated on July 11 that it was intended to issue mass 
radiography plants, as soon as they became available, so as to 
give a general service to the country. 


Health Risks in “ Reduxing ” Process 


Mr. DUMPLETON inquired on July 11 what the Minister of 
Labour was doing to safeguard the health of workers from 
the possible harmful effects of new processes introduced into 
industry without adequate knowledge of their effect upon the 
health of the workers concerned. He cited the process known 
as “reduxing” in the aircraft industry. Mr. Isaacs replied 
that it was the practice of the Factory Department of the 
Ministry of Labour to keep in touch with new industrial pro- 
cesses and to advise as to any special health risks. ‘ Reduxing ” 
in the aircraft industry was not particularly new. It involved 
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the use of synthetic resin glues which were known to be liable 
to cause dermatitis if adequate precautions were not taken. 
Following inquiries by the Factory Department in 1942 a 
Departmental leaflet describing the precautions to be adopted 
as well as a poster for display in factories were widely issued. 
The main precautions were good ventilation to avoid exposing 
the skin to vapour from the glue, and measures to reduce 
contact with the glue and avoid it drying on the skin. 


Temporary Registration of Alien Practitioners 


On July 18 Sir HENRY Morris-Jones inquired on what date 
the Temporary Registration Scheme for alien medical practi- 
tioners expired, and what was the policy of His Majesty’s 
Government in regard to these doctors, particularly those of 
allied nations. 

_ Mr. BEvaN answered that under the Emergency Laws (Transi- 
tional Provisions) Act, 1946, the scheme expired on Dec. 31, 
1947, unless the relevant Defence Regulation was revoked 
earlier by Order in Council. Future arrangements were under 
consideration and it was not yet possible to make a statement 
on the subject. 


Panel Patients and Osteopaths 


On July 18 Mr. House asked whether Mr. Bevan was aware 
that Mrs. C. Barker, 118, Fairview Road, Penn, was refused a 
medical certificate by her doctor on the ground that she attended 
an osteopath without the doctor’s permission, and she thereby 
lost benefit from her friendly society. : 

Mr. Bevan said he knew of the doctor’s refusal to issue a 
medical certificate in this case. An insurance doctor was under 
no obligation to issue a medical certificate to a patient who 
was obtaining treatment from some other person without his 


consent. 
Diphtheria Immunization 


In reply to Mr. PETER FREEMAN on July 18 Mr. BEVAN said 
returns from local authorities in England and Wales showed 
that between January, 1940, and June, 1945, diphtheria notifica- 
tions and deaths, respectively, numbered 19,040 and 142 among 
immunized children, as compared with 141,600 and 3,635 among 
children not immunized. Of some six million children immu- 
nized in England and Wales 14 cases had come to notice of 
later illnesses in the possible causes of which the diphtheria 
prophylaxis could not be positively excluded as having had 
no part. He knew of no evidence to support the suggestion 
that children who had been immunized proved more subject 
to other diseases in later life. 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales an increase in prevalence was recorded 
for measles 347 and whooping-cough 174, with a decrease in 
scarlet fever 66, dysentery 36, and diphtheria 23. 

The increase in the notifications of measles in the counties 
surrounding London continued ; the largest rises were Essex 77, 
Warwickshire 60, Surrey 55, and Kent 54. In London itself 69 
fewer cases were notified than in the preceding week. 

The only large rise in whooping-cough was 80 in Yorkshire 
West Riding. The decline in scarlet fever was confined to the 
southern part of the country, and the largest fall was London 
36. Variations in the trend of diphtheria were decreases in 
Durham 14 and Middlesex 10, and an increase in Yorkshire 
West Riding 12. The notifications of dysentery were the lowest 
for over three years. The only county where more than 8 
cases were reported was Lancashire with 21. 

An outbreak of food-poisoning has affected persons in the 
Witham, Braintree, and Maldon districts of Essex. A _ full 
account appears at page 131 of this issue. 

Five cases of poliomyelitis have been reported from Potters 
Bar, Middlesex. The patients are all school-children and were 
attending four different schools. 

In Scotland a fall was recorded in the incidence of measles 
143 and whooping-cough 30 ; rises were reported for diphtheria 
18 and dysentery 15. The increase in diphtheria was contri- 
buted by the western area, despite a decrease of 9 in Glasgow. 

In Eire the chief feature of the returns was a rise of 22 in 
the incidence of measles. There were 6 more cases of diarrhoea 
and enteritis in Dublin C.B. than in the preceding week. 

In Northern Ireland the notifications of measles fell by 19. 


Week Ending July 13 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 845, whooping-cough 
2,270, diphtheria 277, measles 3,981, acute pneumonia 416, 
cerebrospinal fever 33, dysentery 6], poliomyelitis 12, para- 
typhoid 17, typhoid 6. 


No. 27 
INFECTIOUS DISEASES AND VITAL ‘STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended July 6. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Fieures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1946 1945 (Corresponding Week) 
Disease 


(a) | (b)| (©) | (e)] (a | © | fe) 
44 1 


Cerebrospinal fever .. 37, 44 30) 2) — 51 
Deaths 1 


N 


Diphtheria on re 290} 32) 93) 31] 458} 21) 96 66 16 
Deaths 3) — 2; — | — — 


Dysentery 87) 7 48) 2) — 210} 38) 46, 3) — 


ths — | — — — 


Encephalitis lethargica, 
acute 


Erysipelas 295 4 «2 35 5s}; — 


Infective enteritis or 
diarrhoea under 2 
years 56 55 
Deaths 6 40) 4 8 17) 2 


Measles* .. | 4,524] 797] 344) 54) 6] 4,544) 220) 77 40} 13 


Ophthalmia neonatorum 79) #3} 17 —|— 61 4) 14 1} — 
Deaths 


Paratyphoid fever 
Deaths 


Pneumonia, influenzal . . 
Deaths (from influ- 
enza)t 


aes 352) 19) S| 3} 1 


Pneumonia, primary .. 155] 23 165 10) 
Deaths 


Polio-encephalitis, acute | — 
Deaths 


Poliomyelitis, acute .. — | — 1 15 
aths 


Puerperal fever .. 3} 23 1} 14 
Deaths 


Puerperal pyrexiat ... 144 8| 14) 2| 120) 12) 11) 2 
Deaths 


aths ‘ 


Scarletfever  .. 997| 64] 151) 30} 15} 1,312} 55) 224) 25) 40 


Typhoid fever .. i 13 2 a z 1 1] 2 
Deaths 1 


Typhus fever .. = 


Whooping-cough .. | 2,247] 158} 34) 34} 19} 1,050 
Deaths 8 1 2 
Deaths (0-1 year) ape 310) 53) 39) 34 10) 296] 3 
Infant mortality rate 
(per 1,000 live births) 


Deaths (excluding still- | 
births) 4,102} 629] 519] 196} 90} 3,874| 509) 520 194) 103 


Annual death rate (per . 
1,000 persons living) 11-4) 12-6 11-8} 12-5 


Live births .. | 8,482]1332|1078| 395] 254] 6,796) 788 $89| 466, 254 
Annual rate per 1,000 
persons living 21-7) 25-3 


Stillbirths «ft 33 181) 
Rate per 1,000 total | 


20) 38 


41 


births (including 
stillborn) .. <a 30 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

t Includes puerperal fever for England and Wales and Eire. 
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Medical News 


Letters, Notes, and Answers 


The King has made the following promotions in and appointments 
to His Majesty's Household: Mr. A. E. Porritt, Surgeon to the 
Household, to be a Surgeon to the King ; Mr. R. Marnham, to be 
Surgeon to the Household ; Sir Reginald Watson-Jones, to be 
Orthopaedic Surgeon to the King; Mr. C. S. Morris, Surgeon-Dentist 
to the King, to be Sergeant Surgeon-Dentist to His Majesty; and 
Mr. A. C. R. McLeod, to be Surgeon-Dentist to the King. 


The 25th annual general meeting of the Medical Society for the 
Study of Venereal Diseases will be held at 11, Chandos Street, W., 
to-day (Saturday, July 27) at 2.30 p.m. The presidential address will 
be read by Dr. G. L. M. McElligott on “‘ The Management and 
ee of the Late and Latent Syphilitic.” A discussion will 
ollow. 


There will be a clinical meeting of the Medical Society of the 
L.C.C. Service on Thursday, Aug. 8, at 3 p.m., at Hammersmith 
Hospital and Post-Graduate Medical School, Du Cane Road, 
Shepherds Bush, W.12. Cases will be demonstrated by the staff 
of Hammersmith Hospital. 


A special series of lectures, conferences, and demonstrations in 
clinical and laboratory medicine will be held at the Hospital de la 
Santa Cruz y San Pablo at Barcelona from Oct. 5 to Dec, 21. Copies 
of the programme printed in Spanish may be had from the director 
of the hospital, Dr. F. Gallart Monés. 


The political committee of the Constitutional Club on July 18 
entertained to lunch Dr. Charles Hill, Secretary of the British 
Medical Association, and Lt.-Col. J. Lockwood, Conservative candi- 
date for Bexley. After lunch Dr. Hill spoke to members of the 
club on the National Health Service Bill. The chair was taken by 
Sir Herbert Williams. 


The Duchess of Portland, speaking at the annual meeting of the 
National Association for the Prevention of Tuberculosis, stated that 
a tuberculosis survey in the West Indies had just been completed, 
and a most interesting report published. The Association had 
appointed Dr. Kenneth Waller Todd to make a similar survey in 
the Gold Coast Territory. More research, education, and propa- 
ganda were needed, especially in the smaller colonies, and the 
N.A.P.T. was ready to play its part. 


The following Ministry of Health appointments took effect from 
Jan. 1, 1946: Principal Medical Officer in charge of Epidemiology 
and International Health, Dr. M. D. Mackenzie; Principal Medical 
Officer in charge of the Insurance Medical Service, Dr. R. E. 
Whitting; Principal Medical Officers, Drs. C. F. Good, T. S. 
McIntosh, E. L. Sturdee, T. W. Wade (Welsh Board of Health); 
Senior Medical Officers, Drs. A. L. Banks, N. R. Beattie, W. H. 
Bradley, E. Donaldson, C. J. Donelan, R. E. Ford, G. E. Godber, 
N. M. Goodman (in absentia), G. C. Kelly, C. T. Maitland, 
F. N. Marshall, H. A. Raeburn, W. D. Hopkins, A. E. Huxtable, 
E. Martin, R. O. C. Thomson. 


Higher salaries in a wide range of hospital nursing posts, including 
matrons, and in the public health service—in all for nearly thirty 
grades—are recommended by the Rushcliffe Committee. Concessions 
are also proposed where trained nurses have returned to nursing 
from the Forces, or where male student nurses have resumed their 
training after war service. With the recommendation of these 
increases the Rushcliffe Committee’s current review of nursing 
salaries is almost completed. The Minister of Health has welcomed 
the new scales and recommended their adoption to the employing 
authorities. Salary increases are retrospective from January 1 last. 


The Newcastle and North-east Branch of the Socialist Medical 
Association has issued as a 6d. pamphlet a report on Tuberculosis 
on Tyneside with suggestions for remedying the high incidence of 
this disease there. Copies can be had from 43, Albury Park Road, 
Tynemouth. 


A Bill to create a mental health institute is pnder discussion in 
the United States Senate. The institute is planned as a research and 
training centre for a broad attack on mental disease problems which 
have been detected through recent research, especially during the war. 


In recognition .of his studies upon chemotherapy in tuberculosis 
the College of Physicians of Philadelphia has awarded the Alvarenga 
Prize for this year to Dr. William H. Feldman, of the Mayo 
Foundation for Medical Education and Research. The College 
usually makes this award for outstanding work and invites the 
recipient to deliver an Alvarenga Lecture. 


Miss E. Alden, deputy chief nursing officer of the Ministry of 
Health, has been appointed to represent the Ministry as a member 
of the Central Midwives Board for England and Wales which is 
responsible for carrying into effect regulations of the Midwives Acts. 

Dr. Norman C. Parfit has been appointed deputy medical adviser 
to the Central Council for Health Education. 


_ staphylococci. 


All communications with regard to editorial business should be addressed to THE 
EDITOR, British MEDICAL JouRNAL, B.M:A. House, Tavistock SQuaRE, 
Lonpon, W.C.1. TELEPHONE: EUSTON 2111. TELEGRAMS: Aitiology 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication are understood to be offered to the British Medical Journal alone 


unless the contrary be stated. * 
Authors desiring REPRINTS should communicate with the Publishing 


Manager, B.M.A. House, Tavistock Square, W.C.1, on ‘receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are required, as proofs 
are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement Manager, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 5 p.m.). 
TELEPHONE: EUSTON 2111. TELEGRAMS: Articulate, Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 
Association. TELEPHONE: EUSTON 2111. TELEGRAMS: Medisecra Westcent, 
London. 

B.M.A. ScottisH OFFICE: 7, Drumsheugh Gardens, Edinburgh. 


ANY QUESTIONS ? 


Gonococcal Vulvo-vaginitis 


Q.—A girl of 6 developed a gonococcal vulvo-vaginitis three 
years ago. She had several courses of sulphonamides and two 
one-day courses of penicillin (100,000 units). A swab taken 
one month ago showed no gonococci but many pus cells and 
The discharge is yellow, profuse, and offensive. 
Antiseptic douching has proved of no avail. What general and 
local treatment would you advise ? 

A.—First, the presence of gonococci should be established 
or excluded by repeated smears and cultures; a complement 
fixation test for gonorrhoea might be helpful, especially if posi- 
tive. All these pathological examinations should be carried out 
in a laboratory which normally deals with such specimens. Two 
other possible causes of the vaginitis should be investigated— 
Trichomonas vaginalis and Oidium albicans; the former can 
be most easily demonstrated by means of the dark-ground 
microscope. 

Treatment will depend on the results of the pathological 
examinations. If gonococci are found a further course of 
penicillin extending over forty-eight hours is indicated. For 
trichomonas vaginitis the best remedy is stovarsol, insufflated 
in powder form or as pessaries inserted high up in the vagina. 
For vaginal thrush painting with 1% gentian violet solution 
is recommended; this may be done through a short male 
urethroscope. In general, dry swabbing and painting with a 
mild antiseptic, such as 2 to 5% mercurochrome, are prefer- 
able to douching. As a last resort, oestradiol may be given by 
injection—4,000 to 5,000 units daily. General treatment should 
include fresh air and an adequate diet with milk, fresh fruit, 
and vitamins. Tonics may help, and iron should be given if 
the child is anaemic. 


Symptoms due to Glass-fibre Wool 


Q.—Some patients of mine, working on a new fabric made 
from glass, complain of dryness of the mouth and a tickling 
sensation in the throat. Occasionally, minute splinters of glass 
still adhere to the fabric. I am unable to detect any abnormality 
in the mouth or pharynx. Is there any danger of fibrosis of 
the lungs due to inhaling dust from the fabric, and would it 
be advisable for these workers to wear masks ? 

A.—Nothing is known of harmful effects from the new fabric 
made from glass; but it might be assumed to be similar to 
glass-fibre wool. This substance is highly irritant and is known 
to produce dermatitis and symptoms similar to those mentioned. 
The irritant effects are caused by tiny pieces of glass. Glass is 
a silicate, and information is not available to prove that it is 
harmless to the lungs. Animal experiments were carried out 
with the dust from glass-fibre wool, but no disease in the lung 
resulted, probably because the particles were too large to enter 
the alveoli. It would be wise, however, to take precautions, 
and if the workers will wear masks it would be good for them 
to do so. 

Drinking at Meal-times 


Q.—Is there any evidence whatever in favour of abstention 
from drinking at meals ? 

A.—There is no scientific evidence in favour of abstention 
from drinking at meals. The point to remember is that the 
fluid ingested will dilute the chyme in the stomach ; the exist- 
ence of a magenstrasse, or physiological short cut for liquids 
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. leaving the stomach, has not been confirmed by recent experi- 


ments. The drinking of moderate amounts of water with meals 
tends to increase the secretion of digestive juices and to promote 
digestion. Handbooks of dietetics commonly recommend that 
a glass of water should be drunk before or during each meal. 
Fluid at meal-times is only harmful if it is taken in too great 
bulk, if it is iced or otherwise irritating, or if it is used to wash 
down unchewed food. The suggestion that the drinking of 
normal amounts of fluid at meal-times is harmfal may be a 
misconception, due to the fact that patients with a weak diges- 
tion are sometimes recommended to take a large tumblerful of 
warm water, with a qvarter- to half-teaspoonful of baking soda 
in it, half an hour before meals to stimulate the flow of gastric 
juice. 
Mammary Duct Infection with Staphylococci 

Q.—What is the best treatment, and the outlook, as regards 
breast-feeding for a primigravida, in the thirty-sixth week, from 
whose mammary ducts yellow pus containing Staph. aureus can 
be expressed ? / 

A.—Two counter-questions naturally arise: (1) How is it 
known that the organisms are in the fluid as it comes from 
the ducts and not merely contaminants from the skin of the 
nipple? (2) Has it been verified microscopically that the fluid 
is pus and not colostrum, which looks purulent? If it be estab- 
lished that Staph. aureus is present in the’ ducts without local 
inflammatory reaction, then the finding is not of great signifi- 
cance. Little is known of the occurrence of Staph. aureus in 
the ducts during pregnancy, and investigation is difficult for the 
reason implied in (1) above. However, it is probably not 
uncommon, for it has been shown to be present in the colostrum 
in a small percentage of cases on the first day after delivery, 
in the milk in about 50% of cases by the end of the first week, 
and in an even higher percentage by the tenth or eleventh day. 
The organisms as a rule do not appear to be pathogenic to 
either mother or child—unless the milk is stored without provi- 
a for inhibiting bacterial growth before being given to the 

aby. 

On the other hand, if there is in this case a local inflamma- 
tory reaction in the breast and the discharge is purulent, caution 
is necessary. There would then be a risk of staphylococcal 
infection of the baby, and presumably an increased likelihood 
of breast abscess in the mother. In such circumstances efforts 
should be made now to clear up the infection. Probably this 
would be best achieved by the administration of penicillin 
systemically, and also locally to the nipple and surrounding 
skin. Preliminary penicillin sensitivity tests on the organisms 
are desirable. 

Menopausal Headaches 


Q.—A woman of 47 had severe headaches up to a year ago. 
Her periods then ceased and the headaches almost disappeared. 
The periods started again a few months ago and so did the 
headaches. What would be a useful line of treatment? 

A.—It is impossible to make a definite diagnosis on the some- 
what meagre data. In particular, it would be useful to know 
whether the headaches bore any relationship in time to menstru- 
ation. Pre-menstrual headache is a common complaint, and is 
apparently in many cases related to fluid retention. Such cases 
should be treated by a low salt diet for the week preceding 
menstruation. A diuretic should also be given—e.g., urea— 
one heaped teaspoonful of the crystals three times daily. As 
the patient is 47 yeais of age and is already on the verge of 
the menopause, it might be worth while to consider inducing 
an artificial menopause by means of radium. 

Penicillin in Pyorrhoea 

Q.—Is penicillin of any value in the treatment of pyorrhoea ? 

A.—The chronic and subacute types of gingivitis, loosely 
classified together as “ pyorrhoea,” usually show pocketing of 
the gum round the teeth with active infection at the base of the 
pockets. The majority of oral pathological organisms are sensi- 
tive to penicillin, and the types found at the bottom of these 
pockets are no exception. It follows, therefore, that organisms 
can be eliminated from the pockets with penicillin. The pockets 
themselves, however, remain. Experience has shown that after 
a course of penicillin treatment the condition recurs unless the 
pockets are dealt with mechanically—e.g., by gingivectomy, 
cautery, etc. In the acute forms of gingivitis, penicillin is of 


great value, though here again on subsidence of the acute 
symptoms attention must be directed to eliminating foci by 
mechanical means. Penicillin is most conveniently employed 
in the mouth in the form of pastilles or lozenges containing 
500 units each, the high diffusibility of the drug necessitating 
a slowly dissolving medium. For further information see 
British Medical Journal, 1944, 2, 686. 


Sites for Intramuscular Injection 


Q.—With the increasing use of penicillin, which may mean 
50 or more intramuscular injections in the course of six or 
seven days, a choice of sites for injection is particularly impor- 
tant. Please describe how intramuscular injections can be given 
with safety into the buttocks, thighs, deltoids, and interscapular 
region. 

A.—Buttock.—Injections are often made close to the tuber- 
osity of the ischium into what is thought to be the thickest 
part of the gluteus maximus muscle. The curve of this part 
of the buttock is produced largely by fat, there is less thick- 
ness of muscle than elsewhere in the buttock, and the course 
of the great sciatic nerve runs dangerously close to the site of 
injection. The accompanying sketch shows that in relation to 
the great sciatic nerve the safe 
area of the buttock lies above 
a line joining the top cf the 
greater trochanter of the femur 
to the third sacral spine. The 
latter usually lies deep to the 
top of the natal cleft, but its 
position can be checked by find- 
ing the second sacral spine at 
the level of the line joining the 
two posterior superior iliac 
spines. It is a good plan to 
mark this safety line on the 
skin with dye or a skin pencil 
when injections have to be 
given by assistants who have 
not had much experience of 
the technique. Just above the 
junction of the middle and pos- 
terior thirds of this line is the 
optimum spot. 

Thigh—Intramuscular injections may be given with safety 
into the lateral aspect of the upper two-thirds of the thigh, as 
all the important structures lie medial or posterior to the femur 
and out of harm’s way. Injection here is usually more painful 
than in the buttock. 

Deltoid Region.—Although injections in this region can safely 
be made by an experienced person, it is not a suitable site for 
routine use when deep injection is required. Near its insertion 
the deltoid muscle becomes too thin for an injection to be 
made without giving an unnecessary amount of pain. In the 
upper and more fleshy part of 
the muscle there is a risk Of = Acromion 
damaging the circumflex nerve, ; 
or of making the injection into 
the shoulder joint. Distal to Circumflex 
the deltoid insertion the radial “*Y*>- 
nerve is in danger. 

Interscapular Region. — This 
site would be chosen for injec- 
tion only when circumstances 
forbade the use of the more 
suitable areas. The injection edie! |----\~ 
should be made into the sacro- 
spinalis (erector spinae) muscle. epicondule 
The risks of going too far later- ti. 
ally and entering the chest, or 
too far medially and entering the subarachnoid space may 
easily be avoided by the expert, but must not be run by those 
with little knowledge or experience. Furthermore, even in 
expert hands, an injection given in this area must surely be 
more uncomfortable for the patient than injections made in 
almost any other part of the body. 

In conclusion it may be said that experience shows the safe 
area of the buttock to be far and away the best site in the 
body for intramuscular injections. 
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Tests for Smallpox 


Q.—The public health authority at Padua use a “rabbit 
test” to decide the diagnosis in doubtful cases of smallpox. 
What is this test? How reliable is it? How much significance 
has a negative result ? 

A.—It is difficult to be dogmatic on what is meant by a 
“rabbit test,” but in the absence of fuller details it couid be 
regarded as the old Paul’s test’? in which the contents of variolar 
pustules, after drying, were applied to the scarified cornea of 
the rabbit. This test is not now considered reliable, and a 
negative result should be regarded as inconclusive. The name, 
however, could be applied, very loosely, to the precipitation or 
complement-fixation test in which vesicular or pustular- fluid 
or extracts of scabs are used as the antigen and an immune 
rabbit serum as the antibody. The results, of the complement- 
fixation test particularly, are highly reliable; a diagnosis should 
stand or fall on this test. In cases where the diagnosis is in 
doubt the questioner might obtain valuable help from Van 
Rooyen and Illingworth’s technique.’ Scrapings of papular or 
vesicular material are smeared on clean glass slides and stained 
by Paschen’s method; the elementary bodies of variola are 
much larger than those of herpes or varicella. Here again, 
however, a negative result does not rule out smallpox. 


INCOME TAX 


Car Transactions 


J. C. proposes to sell car “‘ A” and buy another car “B” ata 
net cost of £800—‘*‘ B”’ is presumably not a car of superior quality 
to ““A” when the latter was bought. Can he treat the £800 as 
an expense against his income as a consultant? The car is used 
entirely for professional purposes. 


** There appears to be no legal bar to treating the transaction 
in that way, though in the long run it would seem preferable not 
to do so, but to claim in due course the new “ initial ’’ and deprecia- 
tion allowances against the gross cost (£1,400) of car “ B.” 


J. M. resumed consulting medical practice after Army service on 
December 14, 1945, and will discontinue it as from September 1, 
1946, when he will become a whole-time salaried employee. In 
preparing an income tax statement covering the 84 months to 
September 1, how should he treat the following transactions? Car 
*““A ” was bought on December 14 for £495 and sold on June 12, 
196, for £357. That car ceased to be used as from March 17, 1946, 
when car “ B’’ was bought for £390. 


*,* If a single account is prepared J. M. can choose between (a) 
charging the cost of renewal as an expense or (b) claiming deprecia- 
tion. The claim under (a) would be to deduct £495—£357=£138. 

The claim under (b) would be as foliows: 

Car A. £495 at 24% for 3 months, i.e., } of £119, i.e., £30. 
Car B. £390 at 24% for 54 months, i.e., 11/24 of £94, i.e., £43. 


Total for both cars £30+£43 =£73. 


As an aiternative, J. M. might consider preparing two accounts, 
one for the period to April 5, 1946, and the other for the remainder 
of the 84 months. As the latter would be the final account of the 
practice, and as car B would be deemed to have been acquired 
on April 6, 1946, an “ initial ” allowance as well as the depreciation 
allowance could then be claimed in respect of car B. 


Car Expenses of Assistant 


““ ASSISTANT” started work in an appointment as from Dec. 1, 
1945, in a wide rurai practice. He needs the use of two cars, one 
of which,- however, is also used by his wife. 


*," As “ Assistant’s ” liability for the year from April 6, 1947, 
will ultimately be dealt with on the actual year’s basis, the allowances 
he will be entitled to (subject to some adjustment in view of the 
partial use by his wife) are: (a) a wear-and-tear allowance at 25% 
on the written-down value of each car as at April 6, 1946; (b) an 
“initial” allowance at 20% of cost in respect of the car bought 
in February, 1946, but, for the purposes of this allowance, regarded 
as having been bought on April 6, 1946; and (c) the usual running 
expenses including repairs, insurance, tax, etc. To avoid excessive 
deductions we advise our correspondent to prepare an estimate of 
these amounts and send them to the local tax office—or call with 
them—and ask for a modification in his code number for ,1946-7, 
pending a more- precise ascertainment of his assessable income at 
the end of the year. 


1 Berl. k'in. Wschr., 1916, 53, 874. 
2 Wien. klin. Wschr., 1916, 29, 996. 
3 British Medical Journal, 1944, 2, 526. 


“Cash Receipts” or “ Earnings” Basis 
M. C. dissolved partnership on April 1, 1945, and practises on 
his own account. The partnership was assessed to tax on the basis 
of cash receipts, but the inspector of taxes refuses to agree to the 
new practice being dealt with on that basis. 


*.* The inspector is legally justified, and is following the usual 
method in deaiing with a new practice. The reason is that in such 
circumstances the cash received in the first two or three years of 
the practice are an inadequate index of the real gross earnings. IL 
is admittedly difficult to estimate the value of outstanding medical 
debts, but the inspector will presumably agree to M. C.’s estimaie 
if done to the best of his ability. 


LETTERS, NOTES, ETC. 


Artificial Pneumoperitoneum 


Dr. S. C. CoLseck (Jersey) writes: In the answer to the question 
on artificial pneumeperitoneum (June 22, p. 974) one sentence— 
** Others feel that the procedure has certain limited indications— 
for instance, for the treatment of cavitating lesions situated in the 
lower lobe, especially in its dorsal segment, or in the treatment of 
acute pneumonic tuberculosis ’—is too misleading to go unchallenged. 
If the mechanics of respiration are considered in conjunction with 
the anatomical configuration of the thorax it will be realized that 
the upper half of the thorax is a comparatively fixed structure that 
relies almost entirely on the up and down movements of the dia- 
phragm for its respiratory excursions, whereas the mobility of the 
lower half of the chest wall with its 2 to 4 in. (5 to 10 cm.) of 
circumferential expansion is in the main responsible for the aeration 
of the lower areas of the lung fields. From anatomical considera- 
tions, and from clinical and radiological results, diaphragmatic 
paralysis with or without pneumoperitoneum gives more relaxation 
and rest to the upper lung areas than it does to the lower. 

While on the subject of thoracic anatomy, I would like to refer 
to a clinical sign that still occurs in modern text-books—Grocco’s 
triangle. If anyone will take the opportunity to study drawings 
of the thorax in cross-section, and take note of the spinal column 
and paravertebral muscles in relation to the pleural spaces, the lung 
fields, and the mediastinum, they will be struck by the realization 
that Grocco’s triangle should be, and is, percussible as an area of 
dullness bilaterally on normal subjects, as well as on patients with 
a contra-lateral pleural effusion. 


Medical Terminology 


Dr. C. J. Eart writes from Guy’s Hospital: All those who use 
medical language to try to express their thoughts accurately wiil 
agree that in many fields of medicine the terminology may be verv 
confusing. We must admit, of course, that much of this con- 
fusion arises because we are uncertain in our own minds about the 
exact nature of the condition we set out to describe or classify. 
Anyone who tries to master the classification of nephritis, for 
example, will realize this at once. There is, however, another cause 
for this confusion, which does not operate only where our knowledge 
is deficient; it is the unhappy, if well-meaning, enthusiasm of some 
of our teachers and authors for inventing new names for conditions 
already often well defined and well named. The inventor will regard 
his new name as more apposite, descriptive, or easily remembered. 
Usually, however, the old name lingers on, and the new name is 
but slowly universally adopted, so that for many years, and maybe 
even for ever, the last state is very much worse than the first. 
It is for this reason that I think the section on causalgia in the 
latest edition of Price’s Textbook of Medicine deserves comment. 
Tt is there suggested, on the grounds that in causalgia the pain is 
of a burning nature, that we call the condition “ thermalgia.”’ 
Now has the author of this suggestion forgotten that the word 
causalgia is derived from the Greek ¢iyoc, meaning pain, and xalo 
(Aorist xaxvom), meaning I burn? I think he might well have con- 
sulted his dictionary before suggesting an alternative which, though 
he thought it described the condition more accurately, will serve only 
to increase the burden which the seeker after knowledge must carry 
in his mind. 

The Itchy Patient 

Dr. J. W. HauGHton (Truro) writes: In the excellent article by 
Drs. H. MacCormac, P. H. Sandifer, and A. M. Jelliffe (July 13, 
p. 48), there is no mention of diabetes being a possible cause. I 
was an itchy man for twelve months. Itching very severe on legs 
and scrotum. Tendency to incontinence. My urine was loaded with 
sugar. Friend I consulted modified my diet--and the sugar and 
itching ceased. 


“ Burning Feet ”: Correction 


Dr. HuGu S. Srannus writes: In my letter in your issue of July 
13 (p. 63), by a slip of the pen, I mentioned folic acid. This should 
of course have been pantothenic acid. 


I apologize for this error. 
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